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Foreword 



The National Conference for. Institutions Preparing Health Educators 
represents gan important milestone for ac^jJemic leaders in health educa- 
tion, and I am pleased that the Public Health Service has plkyed a role 
in 'sponsoring it. Tv*> hundred fifty conferees representing nearly 100 

•training programs affirmed their commitment tb preparing practitioners 
to make the # best possible contribution to programs directed toward the 
goals and objectives of Healthy People , the Surgeon General's report^on 
Health Promotion and Disease Prevention, and Promoting Health/Preventing 

" Disease r Objectives for the Nation . 

* : , i 

^ Conference* deliberations centered on credentialing^ and curriculum 
issues related to the national Role Delineation Project* for health edu- 
cation currently being conducted under contract from the Public Health 
Services Bureau of Health Professions to identify generic functions and 
core competencies for health educators working' in schools, clinicai set- 
tings; *wortcsiles, and the community. Out of^this thoughtful discussion 
and debate trame recommendations for future project directions,- the 
National Task. Force for the Preparation and Practice of Health ttjjca- •* 
tors, and their own training programs~ln colleges and universities. In 
addition to these recommendations, the conference's proceedings contain 
papers addressed to such key topics as the competencies needed in the 
major practice settings now and in thfe future and the mechanisms through' 
which schools can meet their responsibility to the, public in assuring 
this preparation. 
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It is clear. that attainment of our national goals. and objectives is 
dependent upon effective efforts to motivate people to enhance their own' 
health-related practices. While the success of these efforts requires 
the participation of avariety of professional^, indeed, of "every citi- 
zen, the responsibility for leadership lies with £he health educator! • 



These proceedings shquld be both a stimulus and a guide to fufther 
v growth in the potential for t^at leadership, as it emerges through 
individual academic program^ as well as at the national level. 



I J. Michael McGinnis, M.D._ * 
Deputy Assistant Secretary for Health 
. and Assistant Surgeon General 
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Preface 

( 

* * ' i 

If it had been suggested. ten years ago that a conference be held 

*&mong health. educators Trom all practice settings for any ^pbrpose, let 
alone to discuss the ro],e of a generic health educatot, it would not 
have'' happened. There wfere exceptions; of course, but health educators 
inf«?chool, community, and medical care settings simply did not communi- 
cate with one another. ' Their preparation, functions, and even language 
usage were significantly different. ' % • 1 % 

What, then, were the factors that made mreeting^ Birmingham not 
only attractive but mandatory? I will attempt here to identify some of 
the more significant of these factors'. Theorising costs of our health 
care system together with an ever-increasing number of health ^/oblems 
have increased the prominence of health promotion and disease prevention 
in national thinking; That r^, if spending more money to treat illness 
is not a solution to achieving good health, perhaps the answer lies in 
assigning greater resources to preventing disease and promoting 
wellness. 

The structure of the National Coalition of Health Education Organi- 
zations illustrates the fact that the health education profession has 
grown-up in several different ways, tunder. several different auqpijces: 
Within the coalition are eight different national organizations with 
varying areas of cdnltfTitration, all committed to health education. As a 
consequence, a health educator can belong to one of these organizations 
without communicating with members of the other organizations. With 
communication thus limited, understanding is^next to impossible. At the 
same time that heaitlr educators continued to work separately, without a 
unified approach to health education, professionals in other disciplines 
began 'to advertise their involvemeht in the fieid,' without- the benefit 
of preparation in health education. Since 1960 an increase of over 200 
percent'in the .number of professional preparation programs has been 
accompanied by little attempt at standardization of preparation, quality 
control,. or placement of graduate?. The availability of financial 



resources through emphasis on promotion and prevention, 4 the prolifera- 
tion of preparation programs without unifyiri] factors, and the intrusion 
of unprepared practitioners into the field combined to provide incentive 
for health educators to "get their act together v 

« 

In the summer of 1978, a small group representing all practice, 
settings met and agreed to discuss these issues openly arfcl to decide 
upon a course of action. As a result, the Divisipn of Associated Health 
Professions, U.S. Bureau of Health Manppwer, sponsored a meeting of a 
repiesentative sampling of health educators February 15-17, '1978, in 
Bethesda, Maryland. Participants in the Bethe^da conference discovered 
considerably more likenesses than differences in the^ preparation and 
practice of -health educators. Upon the recommendation of this con- 
ference, the National Task -Force on the Professional Preparation and 
Practice of Health Educators was established and charged with developing 
a plan of action leading to a* credentialing program for the entire field 
of health education. The National Conference for Institutions- Preparing 
Health Educators, held February 5-7, 1981, irl Birmingham, Alabama, was a 

significant step in this. plan. * , 

i 

i) • 

Credentialing is an umbrella term for the mechanisms used by a 
field of practice to designate to both provider and consumer type and 
quality of practitioner. Among these mechanisms are accreditation, 
^Ticensure,' certification, and/or registration. Any or all of these 
mechanisms may be part qf the credentialing process, *but the deecision 
of whether tb credential itself and, if sa, which mechanisms to use is 
up to the field of practice. Although the health. education profession 
has strongly supported the suggestion of a credentialing system, it has 
not agreed upon which mechanisms to include in that system. 

In October 1978, the National Task Force was successful in obtain- 
ing Funds from the Bureau of Health Manpower (now the bureau of Health 
Professions) to support the first phase of its task — initial role 
specification. In the same month the Role Delineation Advisory Commit- 
tee (RDAC) — comprising representative^ of the eight national health 



education organizations*, a chairperson, ancf a consumer representative — 
was established. The committee employed a director of the v Role Delinea- 
tion Project in January 1979, .who began to work with the Role Delinea- 
tion Working Committee (RDWC) to develdp the linitial role specification 
document.- Completed in January 1980, this document was disseminated to 
all professional preparation programs in the United States through 
presentatiphs at local, state, regional, and rational meetings and was 
published in* full in the July 1980 isgue jof Focal Paints , jointly 

released by the Bureau of Health' Education and the Office of Health 

1 

Information, Health Promotion, and Physical Fitness and Sports Medicine*' 

'? 

In May 1980^ the National Center for Health Education was' awarded a 
contract to complete the ■ second phase of the Role Delineation Project — 
"Role Verification and Refinement." The Role Verification Working 
Committee (RVWC) is presently conducting a survey to determine, whether 
the initial role specification statement accurately reflects the current 
situation in various practice settings. This phase of the project is to 
be completed by August 1981. 

Completion of the remaining phases of the project depends upon 
funding. These phases include Phase III: Preparation of Educational 
Resource Document; Phase IV: Development of Self-Assessment ^ Instruments 
for Practitioners; and Phase V; Development of Continuing Competency 
, Materials. With the role delineation activities in process, the 
National Task Force gave consideration to a meeting of representatives 
of the professional preparation institutions in an effort to involve 
these institutions more closely in the process of determining the role 
of the health educator. The Birmingham coherence was planned to t l> 
coincide "with the meeting of the Verification Committee to allow the ' 
institutions maximum contribution to defining the role of the health 
educator. 'The National Conference Planning ^Committee, formed in July 
1980, conducted a ne^ds assessment survey df all \he* health education ' 
professional preparation institutions in the United States,. These 
institutions were asked to irpjicate their interest in and ability to 
provide representatives to such a conference, their familiarity with" 

VII 



\ 



role delineation issues, and other issues in health education of 
importance to them., Within two weeks » over 75 percent of the insti- 
tutions' surveyed responded favorably' to the suggestion of a national 
conference orf role delineation. > 

*** \ 
>The conference was scheduled for February 1981 under the sponsor- 
ship of the National Task Force; the Office of Health Information, 
Health Promotion, and Physical Fitness and Sports Medicine of the U.S*^* 
Department of 'Health and Human Services; the 1 Bureau of Health Educatioj^ 
(now part of .the CeQter for Health Promotion and Education), USDHHS; the 
Office df Comprehensive School Health, U.S. Department of t Education^ the 
Bureau of Health Professions, USDHHS; the National Center for Health 
Education; the Coalition of National Health Education Organizations; and 
Eta Sigma Gamma. The hoat # for the national conference was the Schobl of 
Education, University of Alabama in Birmingham, 

The Planning Committee set the folldwing conference goals: 

» 

- » To identify institutional responsibilities and options in 
credential ing health educators 

• To examine the credentialing process as it applies to the. 
preparation of health educators and to establish criteria 
for the entry-lev&l health educator' ^ 

• To identify the responsibilities of the health , educator in 
relation to Healthy People: The Surgeon General's Report - 
on Health Promotion and Disease Prevention (1979) and 
Promoting- Health/Presenting Disease: Objectives for the 
Nation (1980) ^ * 

• .To recommend to the National Task Force mechanisms for 

/credentialing health educators. 

* < 

A significant number of individuals representing most of the instil 
tutions surveyed attended the conference in addition to representatives* 
of local, State, and^Federal government agencies as well as interna- 
tional organizations. It wa"s "clear^that timing of this cenfef^nce was 
right: Professional preparation institutions were ready to talk about 
role delineaticflTand its implications for credentiaii'ng. The conference 



v^ls designed to provide ample opportunity for participants to. contribute 
to the initial role specification statement, to comment on the verifica- 
tion process strategy, and to comment on both whether tjie credentialing 
initiative should continue and what part institutions should take in the 
process . 

* . *'ln planning ^the conference, the committee tried to strike a balance 
between substantive presentations and group discussion to allow maximum 

9 contribution by the participants to the role delineation and creden- 
tialing processes, *~ 

The six major recommendations^ that~fevolved from the conference are 
as follows x 



• That the Role Delineation Project continue 

* i 

• That the role specification statement have a mission 
statement and a preamble preceding discussion of the role 
itself ' 

• That the verified and 'ref ined role specification statement 
represent accurately the role. of the entry-level health 
educator 

• That the preferred health education credentialing 
mechanism be identified as voluntary certification 

• That communication and marketing be increased within and 
outside the health education profession 

• That the feasibility and desirability of % single national 
orgar>azation to represent health educators be studied. 

These recommendations constitute an agenda for professional ' discus- 
sion for the next several years. 

I am confident that the Birmingham conference will prove to be a , 
significant milestone in the progress of the health education profession 
yand of its members. I urge you to read these proceedings critically, tp 
continiffe to contribute to the role delineation process, and to discuss 
these issues actively with your faculty colleagues, students, and 
practitioners in your area. ' § * 

ix 



I wish to acknowledge thQ invaluable contributions to the success 
of this conference made by the Offide of Health Information, Health 
Promotion, and Physical Fitness and Sports Medicine; the Center for 
Health Promotion and Education, Centers for Disease Control; Ball State 
University; the University of Alabama in Birmingham; the members of the 
Planning Committee, particularly Dr. Cleary, Drl Henderson, Mr. Ogden, 
and Dr. Mullen; and Mr, Bernard Glassman and. Ms. Diane McDonough of 
3RB Associates. 
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These proceedings are dedicated to those who made the Birmingham 
conference possible, to conference participants, and to all health 
education professionals. 



Warren E. Schaller, H.S.D., Chairperson 
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National Task Force on the 
Professional Preparation and 
Practice of Health Educators v 
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Discussion Group Summaries * 



Introduction % 

* 

Participants in the Birmingham conference expressed both enthusiam 
« 

abput their progress anc^ support fir continuing the^Role Delineation 
Project. The section of these proceedings entitled " Recommend t ions of 
the Conference" demonstrates the Consensus of^the participants on * 
several importan^ issues^. In contrast, this section presents summaries 
of. group discussions that pinpoint those issues requiring further 
debate. 

For exampl£, the issue of balance between process and content 
appears to be basic to different conceptualizations of the role of the 
health educator among the profe^rs of health education. This is 
probably the major issue that must be resolved in the curriculum 
development phase of the Role Delineation Project. 

- ' -\ 

It is important to identify areas of both agreement and disagree- 
ment so that members of the profession can better understand the posi- 
tions of their colleagues. These topics are appropriate bases for 
discussion at local, regional, and national meetings of professional 
organizations and for articles-in professional journals^ Moreover, 
airing differences is the best approach to resolving them, wherever 
resolution is possible. And despite the variety of views expressed in 
Birmingham, it is clear from both the findings of the Bethesda con- 
fererjce and, the recommendations of this conference that commonalities 
are greater than differences among branches of the health education 
profession. * *' 

• * > 
Each of the 20 discussion groups met four times. Specific 
questions were posed fo^ consideration during each session. However, 
"since other, related issues were raised during the discussion of these 



questions, we have reported the groups* comments according to the 
general topic. Those areas of consideration are: 

J ' 

I, The role of the generic, entry-level health educator 
(as published in 3uly 1980 Focal Pbints ) 

? 

II. Certification of the health educator 

III. Program accreditation * 

IV. % Institutional implications of role delineation and 
credentldling 

t 

V«v Personal* implications of, role delineation and 
credentialing \ 

v 

VI. Health educators and disease prevention/healtp 
promotion objectives for the Nation 4 [, 

VII. Miscellaneous. • * 



Hie ^charge for discussion in Sfee^ion 4 *ias .to formulate recommenda- 
tions. Since the outcome of that ^tession is presented in the Conference 
Recommendation^ section of these proceedings, we have not included a 
report of Session 4 in this section. 

The differences in tone and content of participants 1 comments are * 
essential to understanding the current status^ of the health education 
profession as seen by its members* In an 'attempt to preserve these ric 
data, we have selected representative comments for reporting and have 
kept editing at a minimum. \ 



» 



ich^ 




Helen P.- Cleary, D.Sc. . Phyllis G. inaor, Ph.D. 

Associate Profe88or A88o6iate P»a£a«8or 

Univeraity of Massaehuaetts Towaon State University 
Medici! School 
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>ns Discussed 
Sessions 1 and 2: 



(fl) Do the responsibilities and functions described % in the role 
delineation dqcuments accurately aYid adequately describe the 
role of a generic (i.e., all settings) entry-level health 
educator? 



J* 



(b) Do th* skills and kt>pwledgei described in the role delineation 
document accurately and adequately describe the role? 

(c) How can role delineation for health educators be linked more 
closely with national health goals, for example, as identified 
in Healthy People? / 

' A. 

Session 3:— 

Wh^t are the current responsibilities of your training program 
fbr th^credentialing of your graduates? 

(b) What options or opportunities do ydu see - for your institution 
and other institutions in Dealing with credentialing of health 
educators? 

(c) Which factors will facilitate and which factors will hinder 
individual institutions <?r groups of institutions in dealing 
with the credentialing of health educators? 

(d) What problems do you see in connectXori with accreditation of* 
academic health education programs? What solutions do you 'see 
for these problems? 

(e) What are the personal responsibilities to the individual 
health educator or teacher of. health educators in relation Bo 
credentialing? * / 

(f) What is the responsibility of training institutions to 
national goals? W % 

Session 4: 

(a) Do we want to recommend efforts be continued to develop a 
credentialing system for health educators'* If not^ why hot? 

(b) What specific directions should the credentialing process take 
ip the immediate future? x g 

(c) What providers should be considered in the planning of next 
steps? 

(d) .How should the .Task' Force relate to, communicate with, or 

involve* training institutions? 

(e) ;Are there s^rcea of funding that should be considered for 
\ . nex*t steps? , - ' 

11 * . 



THE ROLE" OF THE GENERIC, ENTRY-LEVEL 'HEALTH EDUCATOR (AS PUBLISHED 
IN 3ULY 1980 FOCAL POINTS) 



There were mor^ comments about the draft aa|^document than 
a,ny other topic discussed at the conference. Detailed suggestions' 
such* as changes in wording are not included here. These have been 
submitted to the Role Verification Working Committee. 



General/Comments 

Appropriateness of "Entfry Level" Across Settings 

1. Almost* all the responsibilities and functions are identical 
with those other professions would clainf^favg. , communicating, 
administrative functions, etc.)'.. The processes ^and content are 
largely shared with all educators, social workers, etc. What 
really distinguishes health educators from others? 

\ ■ r 

2. The role as defined expects too much of the school health 
educator. . i 

A 

3. Some responsibilities are not pertinent to patient and school 
health educators,. and all responsibilities are not equally 
important. 

4. The examples refer primarily to community settings. School 
health educato^g might be better able to identify with the 
document if more examples pertained to~ education settings. 
Community or public health jargon increases as the document 
progresses. 

#> Value of Role Delineation 

1. The role delineation document could be helpful to the field, 
e.g. is in making the case for adequate faculty and training 
resources within universities and colleges; as the basis of job 
descriptions; in educating employers; and as a "Flexner Report" 
to improve the quality of health education training. 
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2. The xole delineation document should be the basis for develop- 
ing Standards of practice and for a certifying examination. 

♦ 

~ Heed for Advocacy 

1. There is a pressing need to convey the role and/ function? '-to' 
both employers and administrators ^6 other ^decision-makers in 
.training institutions. 



2. How will the role delineation document influence employers and 

r 

their hiring practices?' Can it be used to encourage thehirim 
of trained and eventually certified health educators? " * 



B. Additions to the Role 

Frame of Reference 
•> 

1. The mo£t serious deficiencies identified in ,the document were: 
f lack of a conceptual framework, specification of assumptions, 
-% and statement of t^ philosophical and scientific base of 
t practices "As it stands,' the document risks being overly tech- 
nical and present-oriented; it is an admixture- of tiousekeeping 
and high-level responsibilities. 



2. The areas of responsibility, functions, skills, and knowledge, 
although perhsgj* generally, useful in beginning to delineate the 
role of 'the health educator, may be overl^ technical and 
mechanistic. 

*» * 

3. A glossary of terms should be included with the document. It 
should define terms such as planning ,, budget , and implementa- 
tion , using examples from heallth education practice. 

4. The rdle should be rewritten to focus on serving people rather 
than on program. 
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The* role needs greater emphasis on skill development and 
greater specification ot skills. 

Emphasis should be on the facilitator function rather than on 
service delivery function. * * ' 

The role needs to- convey, that health educators do net work -in a 
Vacuum but relate to and ^iteract with a variety of social 
systems. 

The role as define^ seems to focufc on the health educator as a 
transmitter of information and omits the social dynamics of the 
role. " ' 

The role does not address the issue of public accountability. 
It overemphasises process skills, offers little on inter- 
personal skills, lacks a philosophical component, and does not 
address the issue of health educators as role models. 

Professional ethics should be addressed in the role. 

«* « 
The task analysis strategy oa which the role delineation is 

based is questioned. ^ 
~ Content 

' • / * 

School educators were concerned /ttfat no content areas were men- 
tioned in the document. Nowhere is there reference to health, 
"disease, pfWsiology, smoking } nutrition, etc. "Process" • 
dominates. A meghing of content and^rocess needs to occur. 

Health education deals with health promotion and disease pre- 
ventidn. Neither is visible anywhere in the document. Yet* v 
this is what separates health educators from other profes-- 
sionals who may carry out similar functions. 
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3. There is no reference to the heed for knowledge about the 
medical care/public health system. 

# 

4. There is no reference in the role to the impact of systems on 
the functioning of the health educator. 

Supervision 

1. There should be reference in the role* to the nefed for super- 
vision of an entry-level health, educator. 

2. Skills and knowledge for the entry-lev^ health educator should 
include those that could be ||rformed autonomously, i.e., 
without supervision. 

C/~ Concepts Related to the ffole 

% Entry Level 

T^v^ 1« Tfyere is a "need to provide further clarification of the term, 
"entry level." The definition in the initial role specifics- ' 
tion is confusing. It must be defined more precisely before 
on? caft examine areas of ^responsibility , functions, skills, and 
knowledge. 

2. The role as delineated is an accurate description of a generic x 
health educator, but it goes beyond entry level. 

3. Each of the responsibilities in the role delineation document^ 
is reasonable for an entry-level health educator. However, the 
skills necessary to carry out these responsibilities could not* 
possibly be acquired in a baccalaureate program. 

4. There should be an indication of the degree of proficiency 
expected of an entry-level person irresponsibilities, 

Si 

'functions, skills, and knowledge. 

• * / 
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5i. It is difficult, if not impossible, ta prepare an entry-level 



health' educator for airrottings. 

s * <4t Gener/c 

1. Can there be a generic,* entry-level health educator? The posi 

•* * 

tions health educators have are so diverse. Would a generic 
educator be "a jack of all trades and a master of none"? 

t 

2. There is a common thread that "runs through" the practice of 
health education in all settings. 

Specialization/Career Ladder 

1. The concept of beginning with a cjeneric role is acceptable. 
However, a mechanism needs to be established to accommodate a 
specialized focus in practice., 

2. There is a need to categorize responsibilities, skills, and 
knowledge\by levels of practice. 

3. Does or sjKfuld a M&ster^s degree connote specialization? ^ At 
this time, it is questionable whether one can differentiate 
between a Bachelor's and a Master's graduate in •terms of 

knowledge and skills. ^ 

* » 

4. Consideration must be given to a professional development 
ladder. The requirements for thp Bachelpr's anil-Master's ^ 
degrees need to be differentiated. 

CERTIFICATION 

Comments on certification of the health educator included: 
(a) thoughts about the process, (b) Consideration* of the value of 
certification, (c) concerns about the quality of a certification 
examination, (d) the cost of retraining faculty, (e) the support 
needed both within and outside «rthe profession for )jp effective 
certifying process. . 

16 




Process 'V * " " 

1. Factors that will influence the certifying df health 1 
. educators include: cost to the individual or institution; 
conflict with existing regulation's and/or 'requirements of a 
State agency or institution; the* employability of program 
graduates, that is, certified versus hon r certified; setting 
standard^ that are valid 'and appropriate^ dealing with 
lawsuitd from students who do not pass the examination; the 
need to educate prospective employers; pressure from 
third-party^ payqrs; and the strength of a professional " 

• organization to facilitate the process. 



2. Voluntary certification is the preferred method. After a 
period of experience, the- health educator would be eligible 
to. sit for the examination, which should both have a • 
generic baste (core) and provide for a specialty track. 
This tnethod would eliminate the problems inherent in tying ( 
certificara&h to graduation from a Bachelor' s-level 
program. 

3. The certifying mechanism that is or might be developed 
should be voluntary rathetr tiffin mandated, with control, '* • 
authority, and responsibility in setting standards resting 
with the profession. Further, it should provide for a 
grandfather clause. „ 

4. A baccalaureate degree in Health Education should be 

• * <l 

required at the pre-service levefl before the educator is 
eligible for certification. 

5. Since certification of health educators would be a national 
program, reciprocity among States is not an issue. How- 
ever, since school health educators must be certified by 
the States .in order to teach, Reciprocity in this area 
would be desirable. 
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B. Value _ y , 

1. Will\jpertification assure quality in practice? 



2. , Will certification make the health educator mope * 
employable? 



3. Will certification ppotect the public? 

4. Is certification t;he "way to go"^ at this point in history? 
What are the dangers or unintended negative effects of this 
proceste? ^ 

• . i 

5. Certification of the health educatoy is preferable # to f 

accreditation of a program. It is less expensive and 
easier to accomplish. 

6. Some type of certification is needed. The contribution of 
the health educator vis-a-vis other professions must be 
identified and receive a stamp of approval. ^ 



7. How will certification affect liberal education courses at 
the baccalaureate level? Will professionalization narrow 
the edupation when openness to ideas and creativity is 
needed in health education? 

C. Examination ^ 

1. Concerns over the certification exam include: Who does the 
testing? Who develops the test? What kind of test should 
be used*, and how will skills be examined? An examination 
-may be necessary but not sqfficient in determining 
competency. % ^ % 

D. Cost 

1. The cost to institutions for meeting standards for certifi- 
cation of graduates needs to be considered. The training 

18/ C~ 

\ 
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of faculty to qualify at the entry- level for some of the 
skills and knowledge will be .a major expense. 



E • t Support Needed 



r 



i 
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1. There is a need to educat^ policy-makers, employers, and 
consumers about certification in order to gain Support, 

2. • An effective certifying process demands a united profea^ 

sion. Can or will Jiealth educators come together to support 



/ ' this effort? 

t 



III. PROGRAM ACCREDITATION 



The discussion about accreditation was not extensive. 
/ Thoughta were expressed sbout: (a) program accreditstion; (b) the 

link between accreditation and certification; (c) the value of 
accreditation. 

A. Program Accreditation 

1. A major problem with accreditation is the financial burden 
and the difficulty of convincing administrstors thst 

r programmatic accreditation is worth the expense. For msny 

institutions programmatic accreditation would not be 
acceptable. „ ■ • 

2. If tfyere is programmatic accreditation, i,t ahould include 
a larg§ self-study component snd should not be under the 
suspices of any one of the existing accrediting or 
professional organizations. 

\ 3. At the program level, recognition may be more appropriate 

than accreditation. Recognition by a professional 
association, on a voluntary basis, would be leaa expensive 
than accreditation. 
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4. The current programmatic accreditation process is unfair; , 
programs in schools of public health receive accreditation 
if the school is accredited. Programs in non-schools of 
public health must go through a rigorous, time-consuming, 
expensive process to receive accreditation* 

5. North Carolina has a voluntary registration program of 
graduates of "approved 11 schools* A school accredited by 
some formal body fulfills the criteria for "appfoved*" 

- • s 

B. Link Between Accreditation and Certification 

1. ' Students should be able to be certified even if the health 
education programs in 'their* schools are not accredited* 

2* A student should have to graduate from an accredited 
program before being eligible for certification* 

C. Value of Accreditation 

1. Program accreditation is a requirement for receipt of - 
Federal funds. 

IMPLICATIONS OF ROLE DEUNEATION AND CREDENT IALING 
FOR INSTITUTIONS 

The comntents on the implications for institutions of role - 
delineation and credentialing fall into four c'ategof ies:*" 
(a) institutional response to the process; (b) the effect of rqle 
delineation and credentialing on institutions; (c) institutional 
responsibility to health educators; (d) responsibility for the 
institution's health education program. ^ 

A. Institutional Response 

1* There is a need to develop a specific credentialing y 
mechanism in the Tield of health education that provider 
standards for the preparation and practice of health 
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educators in any practice setting. Despite fcoftsiderable 
barriers to credentialing once a single mectanism is 
/ developed and accepted, institutions and individuals would 

commit themselves to overcoming' barriers such as costs in 
order to ensure that quality and standards in health 
education are being upheld. 

( 

2. Inatitutions may wish to avoid the issue of Upgrading 
training of health 'educators. . Reduced enrollment is a 
strong possibility for most institutions. Quality control 
of health education offerings has the potential for. 
further reducing' enrollment. The temptation to ignore the 
latter may be great for some institutions. 
• . » 

B. . Effect of- Credentialing and Role D elineation on Institutions 

: . i 

1. Credentialing may force training institutions to develop . 
stronger program's or, if they are unable to do so, to 
close shop. Therefore, credentialing should be entirely 

, voluntary, with no stigma attached to institutions that 
cannot l^e up to prescribed standards. 

^ \ 

2. The credentialing process will upgrade thje quality of 
programs and may force margiaai*|jl uyi'Sms to terminat 
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3. Most Bachelor* s-level programs are weak in the behavioral 
sciences. Many faculty in departments of healtfi education 
are not, trained to teach process skills. Linkages with 
other departments (an interdisciplinary faculty) are one 
way to deal with this issue. 



C. Institutional Responsibility to Health Education Practitioners 

1. ^/Participate in (promoting, sponsoring, cosponsoring) > 
continuing education programs for the practitioner, and 
monitor the quality with rigor. S 

I 
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2. Sponsor regional o meetings to encourage more participation 
and discussion of the role delineation and credentialing 
processes. 

3. Organize statewide committees of all instit ution s to 
assess options available to students, e.g*, transfer of 
courses, the" consortium approach, etc. These mechanisms 
cart make use of scarce resources and provide content or 
skill training lacking in a given program. 

Responsibility for the Institution's Health Education Program 

1. * Con8i0r the quality of their programs and teachers. 

Faculty must tfe qualified. 

2. Not overextend their resourpes to "develop a community 
health education program, and thereby destroy a good 
school-oriented program. , 

!j. Look at program- honestly (difficult) to determine whether 
they are preparing health educators for settings iYi which 
they are really needed. 

4. Develop quality assurance mechanisms including advisory 

J bpards, use of existing standards and guidelines,, careful 
^ selection of field supervisors. 

5. Begin to use the role delineation document in a positive 
way, e.g., as a curriculum guide, while the prdcesses of 
.verification and adoption ara going on at the national 
level. 

6. Compare current offerings in heal.th education with the 
requirements of role delineation. 
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7. Develop a pilot currici^um for alalia and knowledge 
required by role delineation an* for the generic health 
educator. 



8. Conduct faculty in-aervice training; discuaa optionaand 
opportuniti©8 related to" credentialing. 

9. Share experiericea in gearing up "Vor credentialing with 
other in8titulion8. y 

10. Advocate the credentialing proc»B8 with State certifying 
and standard-setting agencies. * 

11. Determine the critical faculty .mass needed to train- an 
entry-level he&lth educator. 

* 

PERSONAL IMPLICATIONS ^OF ROLE DELINEATION AND CREDENTIALING 

The comroent8 on the personal implication8 of role delineation 
and credentialing fell into two categoriea: (a) the individuals 
reaponaibility to work with othera; (b) tfie individuals re8ponai- 
bility to improve and/or update hia/h^r akilla and knowledge. 

r 

A. Individual's Responsibility to Work With Others 

f 

1. All attending the conference mu^t share with faculty and 
j administration in their universi^iea what occurred at the 
ccwiference, what haa be6n done, and what ,haa yet to be 
accompli8hed in role delineation and credentialing. 
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2. Work with adminiatrators to -remove barriera auch as 
restricting Course offerings that may be essential for 
certification or needed for continuing teducation. 

* V 4 * 

3. Organize atate and/or local groups to discuaet, promote, and 
implement credentialing iaauea. " 

23 
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B. Individual Initiative 

1. Faculty should have a positive, attitude regarding 

credentialing, emphasizing cooperation, compromise, and 
communication. 



" 2. Faculty have a responsibility to meet the standards, as 
demanded, in the future and to revise curriculum 
accordingly. . \ 

j ' ■ 

3. Individual health educators must continue to grow profes- 
** sionally. Continuing education is one mechanism for 

i professional growth. 

4. The role delineation document can be used fpr self- and 
departmental review. It requires' that everyone do some 
rethinking (we are not critical enough of ourselves). 

5. Faculty have a respon^^lity to keep up to date, i.e., 
, upgrade their skills and knowledge especially as these 

relate to process. 

VI* DISEASE PREVENTION/HEALTH PROMOTION OBJECTIVES FOR THE NATION 

- Discussion on Objectives for the Nation included the following 
categories: (a), the value of the document; (b) the relationship of 
the document to role delineation; (c) the effect of the document on 
'training programs; (d) the contribution of the health educator to 
meeting the objectives. 

• t 
% 

A. J/alue of the Document . 

1. Promoting Health, Preventing Disease: Objectives for the 
Nation should be used to determine pertipeot content of 
the generic, entry-level health 'educator needs. The .„ 
information in this- document wotold also be useful irT^ v. 
determining the typed of continuing education needed by 
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practicing health educators. This document and Healthy 
People provide the content the role delineation document 
lacks, f 

2. Healthy Peoplp can provide leverage for creation of 
priorities for coursp requirements for health educators, 
undergraduates, and graduates and for continuing education 
courses. Some, however, preferred local autonomy in 
deciding on priorities for courses. 

3, Objectives for the Nation can be used to build linkages 
between health administration, health promotion, and 
health education. The needs identified in this document 
justify the work of the' health educator. 

Relationship to Role Delineation 

i 

1. The areas of responsibility in the role delineation 
document should be preceded by a statement that indicates 
the application of these responsibilities to the national 

. health goals. Also, the examples in the document should 

relate to the topics included in the national health 

1 

goals, f 

2. Role delineation efforts integrate logically with the . 

thrust to meet national health goals by 1990^ 

«. 

Effect on Training Programs 

1. The Objectives for the Nation are categorical. Is wise 
to train health educators on categorical lines, losing*, 
sight^ of our overall goals and mission? Health is a ^ 
generic, not a categorical, concept. There, is or should 
be njore to health' education than striving for induction of 
morbidity and mortality from specific diseases. 
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2. Institutions training health educators need to focus on 
the 15 areas in Objectives for the Nation , perhaps* K 
eliminating some topics^in'our current training- programs. 

* » 
D. The Health Educator's Contribution 

1. Health educators have a definite contribution to make to 
the^acciMBplishment of the Objectives for the Nation , ^ 
Therefore, the health educator should be equipped to 
contribute to these goals andj^ojiealth promotion (beyond 
the medical model). 

2. It is important to define realistically the health - 
educator's contribution to the national health go^ls. 

3. The role school health educators can play in meeting the 
national health. goal^Tie^ds to be articulated. 

VII. MISCELLANEOUS 

A number of consents *made at the conference, although related 

to the major issues discussed, dd^ not fit under the headings in 

this summary. These include important ideas covering a wide 

range of issues. We have reported them separately as follows: 

(a) marketing the credentialing process; (b) continuing education; 

(c) ethics; # (d) academic freedom; (e) curriculum issues; 
♦ ■ 

(f) linkages among branches of the profession; (g) updating the 

role; (h) professional control; (i) international effect of the 

role; (j) value of credentialing; (k) teacher certification and" 

role delineation. 

A. Marketing the Credentialing Process 

1. With a new generation of leaders who are ready to see what 
we share rather than ho# we differ within the profession, 
the time seems ripe for uniting health educators. How-j 
ever, the major task will be to "market" the concept of a 
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consolidated profession, role delineation, ^^creden- 
tialing to the members of our profession. This "market- 
ing" must receive special attention. It should ,be made 
♦ the* responsibility of a special committee charged to 
develop and coordinate strategies for this matter. 

• • * V 

J 

Continuing Education 

1. There is a need for a system of continuing education 
ayfeilable to all health educators. Credentialing will 
force continuing education fpr practitioners and 
^ academicians. 

Ethics 



1. How do we ensure that the practice of health education' is 
ethical? • 

Academic Freedom 



1. There is a need to^aflow for regional and institutional^ 
discretion and freedom of individual faculty members to ' 
make judgments about preparation needs within the overall 
missions of their schools and^jJtffJartments. 

2. Is there a danger of violation of academic freedom by 
promoting role delineation, i.e., the possibility of tying 
•institutional funding to a curriculum based on the role as 
delineated and verified, if this curriculum ill fits the 
institution's mission and interpretation of preparation 

eneeds? . s 

» 

3. We need to be aware of the danger of a vocationally 
oriented^Bachelor' s-level program. 
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iculum Isaues 

« 

1. Attrfiiiog^muat be given in curriculum development to 
environmental influences on health statua aa # well sis 
individual reaponaibility, for health atatua. 

2. A requirement that the generic, entry-level health educa- 
tor have bot^h teacher training experience and a community 
intqrnahip may contribute to greater compatibility 'between 
theae two branchea of th^ profession. 

Linkages Among Branches gf the Profcaaion 

1. There, needa *to be a liaison between departmenta gf 

ediication and departmenta of public health at the State 
level to coordinate health education programa. 

Updating the Role 

1. m la' the*e an underlying aura of protectionism in the 

credentialing proceas? • 

# 

2. Is there a need to control the number of community health 
educatora who are trained? ' * 

International Influence 



atignj 
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1. jftiat impact will role delineation have on other countrxea 
that prepare their health educatora in the U.S.? 




of ^Credentialing 



A 



1. Credentialing would- give health, education identity and 
statua. 

( - 



* 
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Teacher Certification and Role Delineation 

1. Xcmsideration needs to be given to reconciling the role 
— ^ as delineated with the requirements for 'State teacher 
certification* The. latter differ among States, but all 
require specification of content areas. The requirements 
for teacher certification of some States may be in 
conflict with the standards being set by role delineation. 
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Conference Recommendations 
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- Conference Recommendations 

: i 

Participants in the Birmingham conference Worked in 20 groups of 
10 to 12 members each, and all contributed to the recommendations that 
resulted from the group discussion • Each group selected three recpm- 
mendations to represent the most urgent issues considered • * These issues 
fall into six categories: 

f 

1. Continuation of the Role Delineation Project 

2. Additions to the document 

3. , Definition of mission and conceptual framework 

4. Credentialing t 

5. Comfnunication^xand marRtetj.ngr 

6. Professional qphanization. 



Communications and marketing within and outsidje the profession 
elicited the greatest number of recommendations from conference 
participants. Several of these, reconAendfiSktbns called for'state and/or 
regional meetings or workshops t<^s?acqu£int others with the process, to 
keep £he profession informed about the process, dnd to contribute to the 
process. % / 

* * ** * 

We urge training institutions ^nd professional organizations to 
take the lead in terming teo»municat#rta - j\etworks in their states or 





regions. The volum^ry orgflj^g^tionj of^roups tftat ^ assume the responsi- 
bility of being^informed about ^redeh^aaling activities will provide 
strong evidence of interest «nd commitment by the profession and a forum 
for feedback from practitioners afid academicians about project 
activities. 



The following list is a summary, by subject area, of the 
predominant recommendations made by the 20 conference groups. 
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CONTINUATION OF THE PROJE CT 

Nine recommentiations favored continuation of the project; six of 
the nine directed the Task Force to provide leadership for the 
continuing effort. The cecommendations as summarized are: 

1. That the National Task Force be directed to cor^inue efforts 
toward credentialing. 



a. Continue sponsorship by the National Center for" 
Health Education to preclude interruption. 

b. _ Raise funds from the professional constituency to 

assure support from that constituency in the 
continuing efforts. 



2. That the conference enddrse the concept of role delineation 
for health educators. 

3. That the conference endorse the format and process being 
followed for role delineation. 

J 

\ 

A MISSION STATEMENT AND A PREAMBLE TO THE ROLE DEFINITION 

Three of five recommendations specified concepts to be included in 
a preamble to the role definition. Two recommendations called for 

9 

two mission statements, one dealing with the profession's contri- 
bution to the goals of the nation and the second, with thfe .needs 
of the profession. The recommendations as summarized are: 

1. That the Task Force supervise the development of a position 
paper detailing how health educators will contribute* to meet- 
ing the Objectives for the Nation; tHat the Task Force seek 
endorsement for this position pap^r from policy-makers, > 
consumers, and other professions. 
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2. That the Task Force draw up a mission statement including the 
• concept of health education "as a single profession and a plan 
for credentialing to apply to health educators in all 
settings. * 



a. Continuing education needs Should be specified in 
the plan. k 

b. Legal liability resulting from defining our "scope 
of practice 11 should be addressed. 



3. That the role delineation document include a statement of . 
philosophy and assumptions underlying the role definition and 
the objectives and of the conceptual framework of the role 
definition. 



III. ROLE DEFINITION AND VERIFICATION 

Three of the five recommendations concerned acceptance of the^ 
role, as described,- for an entry-level health educator; one 
addressed the need for a definition of "entry level"; and one 
suggested a way to involve members of the profession in the 
verification* process. The recommendations as summarized are: 

1. That the role as delineated be revised to be more realistic 
fot an entry-level health educator.* It is too sophisticated 
for that level. 



a. 



The rol^definition should be more general so as to 
permit flexibility in implementation. 



b. The role should include a "core" common to health 
educators practicing in all settings. 



2. That "entry level" be defined. This definition is critical to 
acceptance of the role definition. 
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3. That the verification process begin with institi 

followed by review by (^relevant groups) at the state If 
and then by regional conferences; the regional conferences^ 
would give feedback to. the National Task Force. 



IV. CREDENTIALING ISSUES 

^ There are four categories of recommendation on credentialing 

issues: acceptance of the concept of standards for the profes- 
sion; characteristics of the certifying process; structure of a 
credentialing organization; and the need for more data on the 
costs of. .credentialing and health education manpower needs. The 
recommendations as summarized are: 

1. That professional standards be established. 

m 

2. That the role delineation document be used as a basis for the 
development of "standards of practice." 

3. j That credentialing take* the form- of voluntary certification 

administered after a certain amount of experience and 
represent a person's achievement of an* acceptable standard of 
practice. 



a. The certifying examination should both have a generic 
base and provide a specialty track. 

b. Certification of community health educators should be 
separate from that of school health educators ^L^^ 
take place one year post graduation , after full-time 
employment . 

c. Certification should provide for a "grandfather" clause. 



4. That the National Task Force, representing the eight national 
professional organizations and the representatives to the 
Coalition of National Health Education Organizations, design 
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and implement. a formal, explicit process during-which the 
professional organizations will consider and present recom- 
mend^t4ons for a unified vehicle to implement a national 
credentialing initiative. 

5. That more data be gathered about the cost of accreditation/ 
certification in all settings about health education manpower 
needs. 



V. COMMUNICATIONS AND MARKETING WITHIN AND OUTSIDE THE FIELD 



Twenty-four recommendations on communications and marketing were 
made. . Eight of these were addressed to the need to inform others 
abput the project and to involve a number of non-health educators 
in the process; seven recommended additional conferences for 
institutional faculty and for practitioners; six called for 
greater involvement of health educators in decision-making related 
to the project; and three specified certain kinds of communication 
within the field. The recommendations as summarized are: 

> — — ^ 
1. That the communications network be expanded to include admin- 
istrators, {employers), certification personnel irr State 
■ departments of education, and consumers. 



a. As the project develops, engage appropriate experts, 
e.g., curriculum and evaluation specialists. 

b. Establish increased visibility as a result of the 
expanded network. 



That a dialogue be established among academicians, practi- 
tioners, and employers -to discuss credentialing issues. 
* 

3. That publicity be encouraged in business and industrial 
journals, women' a/parents'- magazines, etc., regarding the 
relationship between health promotion and role delineation/ * 
health education. 
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4. That the Conference of Institutions Preparing Health Educators 
be Reconvened in- 1-3 years to reaffirm the commitment of the 
participants and to keep them informed and involved, and that 
in the meantime, the work of , the Birmingham, conference be 3 L 
continued on a regional basis, involving younger faculty ar^J • 
more "grass-roots" people. % 

5. That funds be solicited from health agencies and^ industry to 
convene a conference of practitioners. 

6. That state associations and organizations sponsor workshops 
and seminars to inform and stimulate discussion about role 
delineation and credentialing. 

a. Training institutions and practicing health educators 
should meet at least regionally to provide a system 
► y , of checks and balances for the proceedings of this 

conference and the credentialing process. 4 

N 

7. That leadership on Ihe Task Force be broadened to include 
professional preparation institutions, Criteria for selecting 
institutional representation: region, specialty, size of 
program, representation of private and public schools. 



Special efforts should be made to* involve programs 
focusing on ethnic minorities. 



8. That leadership on the Task Force be broadened to include more 
practitioners and non-health educators, and that input from 
practitioners be sought at each sta^e of the project. 

9. That strategies be developed for marketing the concept of cre- 
dentialing among training institutions and the leadership of 
the several health education organizations. 
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10.^ That each participant in the Birmingham conference act as a 
communications link wittvcolleaguesand training programs in 
his/her area. * 

11. That a voluntary ad hoc professional group be identified, " 

independent of the Task Force, to collect' feedback from 

» * 

institutions regarding pilot activities undertaken based on 
\^ ' the role plelineatiojp document., This group should function / 

immediately and assemble within a year to -review and catalog 
the information — i.e., test instruments, faculty meetings, 

X 

curricula changes, et^ The ad hoc group should report to 
n the Task Force/Coalition. 

VI. ONE PROFESSIONAL ORGANIZATION 

Five^of the seven recommendations called for a new national 
professional organization, and, two suggested the- unification of 
the "old" organizations .into a single association. The recommen- 
dations as summarized are: 

1. That strong consideration be given r to forming a new national 
'-professional organization to correct* the fragmentation now 

Existing among eight professional organizations. 

2. Tha£ efforts be pursued toward unification of the several 
organizations of health educators into a single association. 



VII. OTHER . \ 

1.. That review and consideration be giv^n to what may be tfye 
wider social changes (i.e., post-industrial social realities 
like demographic shifts, role of the family) in influencing 
the special role of the health educator* (This recommendation 
will t»-«ferred to the working committee for the third phase 
of theWoject, i.e., the curriculum development phase.) 
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That the National Center for Health Education begin an immedi~ 
ate ^job search and^eferral service, 3ob opportunities in all 
settings-^community, school, and medical care — would/could be 
sent to NCHE, and graduates could pay a small service fee for 
this generic list of available positions at all levels, i.e., 
B.S., M.S., and Ph.D. (This recommendation ha's been refertecT^ 
to the National Center for Health Education.) 
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* Professional Preparation: An Historical Perspective 

William H. Creswell, j£ Ed.D. 
Professor of Health Education " 
University of IUtnols 

%i m 

The following statement might have been issued a$, a charge to this 

role delineation conference in 1081* 



Recognition of the need, for greater clarification of 
the role of public health educators — and for more 
adequate preparation of these professional workers — 
provided incentives for this study. 

But, in fact, did this appear in 1981? No, Robert Bowman wrote 
this iffi 1958*788 a preface to a study that T^e had conducted' during the 
period of 1953-1956— over 25 years ago. It might seem, therefore, that 
the field of health education is either endlessly repeating itself, jor 
else standing still. Instead, a study of the history of the last 40 
years reveals again the validity of Shakespeare's familiar line, "What's 
past is prologue." A professional colleague (Sheps, 1975), writing 
about contemporary trends in public healthy states the concept in more 
forward-looking terms: "In today walks tomorrow." 

A study of history is revealing to all of us because, while we have 
been part of it, affected by events and decisions, and sometimes even * 
ourselves effecting actions and changes, we have seldom paused to study 
the meaning. As Ann Nolte (1981) has recently reminded us, historical 
research is not simply the recording of events, but is the giving of 
meaning, or the bringing of understanding to those events. Facts and 
information are products of a time period and g^in significance/ as they 

are examined from the perspective of that time period. 

y 

This is a personal perspective that, because of the constriction 
of time, the purposes of this conference, and my own limitations, must 
necessarily be a restricted cine. Nevertheless, it is my hope thtft 
this "overview may in some sense help to extend your knowledge of our 
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professional past — to gain new insight and perhaps gain a greater 
^appreciation of thos» factors that have shaped our programs, our pjac- 
Etces, and indeed, are shaping our deliberations this day .and 'in this 
conference. 

Hy purpose- is similar to that expressed by Theodore H. White, the 
journalist, as stated in his recent book, In Search of History . Having 
bedh a witness to and recorder of so much of our recent history, from 
< 1933 to date, he felt the need to try to organize the meaning of these 
events. He was angry with himself because for so rbany yedra he had 
neither paused nor dug deeply enough to anawer the question, "What is it 
really all about?" He began to think that it was probably more useful 
to go back and 'think over previous events than to go on and add new 
observations. 1 too^hope that this effort to go back and analyze past 
events will add enlightenment to our deliberations here. 

Health education, as a profession, had its birth during and A 

immediately following World War II>\0f course, the concept of health 

promotion is as old as education itself. Many here are aware of the 

developments during the first decades of this century, -when, according 

m 

to Sally Lucas 3ean, the term "health education" was officially adopted 
ih 1918 to describe a new brand of education. This was championed by a 
newly established group, The Child Health Organization of America. 
However, health education did not emerge as a special field of atudy 
until the 1940s. 

To show more graphically the elements that interacted to form this 
profession, I have prepared the following table, which might be called * 
the "family tree" of health education. As you can see, it consists of 
two main trunks — community health education and school health education. 
Giving 'form and structure to these two areas (or trunks) are eight major 
events (conferences or reports), listed sequentially, which culminate in 
the, Role Delineation Project of 1981. I would like to utilize this 
figure to aid in my analysis of those events from 1943 to .date, summa- 
rizing their contributions and their effects on each other (vertically) 
and on the total field of -health education (horizontally). 
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ROLE DELINEATION' PROJECT 



iEALTf 

1976 SOPHE Guidelines 



p , COMMUNITY^ HEALTH 




APHA - CPE 
~~y Criteria - Guidelines 

» • 

19$6 SOPHE^Statement 
V !JCHS PH 
„ Health Education 

• • 

1964 SOPHE Sub Outline 



4i. 



*P. 1957 APHA - CPE. 



1948 APHA - CPE 
1943 APHA - CPE 



19 



19 



19 



19 



80. 



70 



60 



SCHOOL HEALTH • 
1976 ASHA Prof. Pref . Repoffc 
1974 AAHPER H.Ed. Competencies' 



1969 AAHPER Certification 
Standards 



1962 AAHPER-NCATE Format 



50 



1953 USOE Second Conference 

1950 AAHPER Pere Marquette 
1949 USOE First Conference 
1948 AAHPER Jackson's Mill 



Figure 1. Professional Preparation Developments in Health Education *. 
f During the Period 1940-1980, Leading up to«the\Role 
Delineation Project * « * ^ 



r 



First, however, let me refresh ytfur memory of "the Role Delineation 
% Proje6t report and it* aeven major areaa of responsibility. Thi^ t«g» 
should provide $ backdrop against which an histqitfbal view can be 
developed. \*> a 

'. 7 
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R.OLE DELINEATION P R 0 3*f C T 

(7 Areas of Re sponsibility ) 
■ ^ 

1. Communicating Health & fctealth Education ^ r 

Needs, Concerns and Resources 

2. Determining Appropriate Focus for Health Education 

(Needs) 

3. Planning Health Education Pra^pns/Respdnsea to Needs 

Euucat 



4. Implementing Planned Health Education Programs 

4 i 

5. Evaluating Health Education ^ 

6. Coordinating Selected Health Education Activities 

7. Acting as Resource for Health 4 Health Education 



Figure 2. 7 Broad Areas of Responsibility -tommon to the/Practice 

of All Health Educators 



The discussion of these past conferences and reports then begins 
with community or public health education, followed by a review of the 
school health education-related events., £ach area is presented in a 
chronological/sequence. At certain *ppj&ts,^the standards recommended 
seem clearly relate^ to earlier developments, while in others,^ 
parallel or contelltporar/ e>/ent seems to have exerted a major influence 
on the form and the substance Qf the recommended standards. At times/ 
developments in the two fields were closely linked", while in other 
instances, the two fields moved farther apart both in philosophy ap(d*in 
•requirements for profession^ preparatidh. 




The first report to be discussed is the £PHA's 1943 statement on 
health education 1 prepared by the Committee on Professional Education 
(CPE), ^ncluded among the committee members arft-some familiar names — 
Clair Turner, Ira Hiscock, and * Henry Vaughan. To my knowledge, this -was 
the first APHA statement oh qualifications and standards 7 for health 
educators. 

• k 
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•The committee's report included sections characteristic of all of 
the CPE statements on educstional qualifications, such as functions, 
, educational background, and knowledge and skills needed by health* 
educators* While this was s- public health education statement," it is of 
interest to note that considerable emphasis was given to competencies 
pertaining to the school fjgalth programs including teaching methods and . 
curriculum construction. 

Five ^ears later the APHA's CPE published its next report, the * 
• first one prepared by a subcommittee entitled Health Education. *The 
format was similar to that of the 1943 report listing key functions and , 
educational background. (Emphasis was given to information dissemina- 
tion functions^) In. addition, seven major areas of competency were 
identified. At the time of this report, there were estimated to* be* 
460 health, educators employed in health agencies, with approximately 
300 having completed graduate work in schools of public health. 
Familiar names on this committee included Turner, Baoer,.Derryberry, 
Grout, Morgan, Southworth, and Winslow. 

The next CPE report was issued in 1957. Agair\ Dr. Turner served, 
this time as chairman of the Subcommittee for Health Education, respon- 
sible for the preparation of the report. As before, there were simi- 
larities "between the standards recommended in this report and the one in 
1948. However, for the first time, the function of educational, evalua- 
tion was included. Qualification as, a public health educator implied at 
least one year of graduate education in public health at an appropriate 
institution. Undergraduate preparation emphasized (1) social science, 
(2) biological and health sciences, (3) education and educational psy- 
chology. m The riSed for health educators was estimated- to be between six 
and seven times the available supply. Others well known to us serving 00 
on this committee included Arnold, Lifson, Larimore, and Yoho. 

Becsuse there was a real spurt of activity in the mid-1960s, the 
following reports are considered as a group t the 1964 SOPHE Subject 
Matter Outline, the 1965 Schools of Public Health/Health Education 
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Report, and the 19S67 SOPHE Statement on Functiona and Minimum Require- 
ments for 'Coi^nity Health Educators. These three reports were 
integrally related in the development of profeasional standards during 
the 1960s. SOPHE was a growing influence in this movement, and the 
similarity of recommendations and standards reflects the participation 
of a number of the same people. 

9 \ A comprehensive core of health education competencies were 
developed that were translated into the recommended standards. Emphasis 
was placed on theories of attitude and behavior change, communication, - 
education, learning, and group processes. Other: areas stressed included 
Community organization, planning, evaluation, and research* The culmin- 
ation of this activity was the SOPHE Statement on Minimum Requirements, 
where for the first time, a differentiation was made between the levels 
of function and knowledge for professional* prepared at the Bachelor's 
and Master's levels. Ten major areas of functim and areas of knowledge 
were identified, reflecting the previously mentioned health education 
core. However, it should be noted that this report also included two 
subject matter content areas: (1) concepts of physical and mental 
health and (2) health problems. • ? 

Actually* the 1969 APHA-CPE Statement is also directly/linked to 
the preceding developments. This report is significant because it, too, 
represented the culmination of a great deal of activity in the mid-1960s 
concerning the preparation of community health educators. At this 
point, those institutions outside the schools of public health evidenced 
a strong interest in having their community health education programs 
accredited. Not only was this accredited status important to the place- 
ment of their graduates, but institutions also wanted to be able to 
share in the public health. traineeship fundsfc The problem was that only 
the schools of public health were accredited and no way existed, at the 
time, for other institutions to become accredited! 

* 

However, a solution was provided when the Public Health Service, 
under the leadership of Dan Sullivan, contracted with the National 
Commission on Accrediting, the predecfessor to the Council on 



Postsecondary Accreditation (COPA) , to develop criteria and guidelines 
for accreditation. The NCA appointed Ralph Boatman as project director. 
Dr. Boatman had been directly involved with the recent SOPHE statement 
and had served as chairman of the Schools of Public Health Report on 
Health Education. In December, 1967, in Washington, D.C., the NCA 
hosted a^national conference as a first step toward implementation of 
the report. This Commission report included recommendations summarizing 
all of these recent health education' activities, including the previous 
four reports and .the deliberations of the national conference. 




SOPHE STATEMENT 1967 
Junctions and Requirements of Community Health Educators 

" Of 10 functions listed, they included ; 

• Participating in Policy Formulation 

• Planning 4 Directing Educational Programs 

9 

• Analyzing Community Health Education Needs 

• Implementing & Coordination of Programs 

• Serving as a Resource in Health Education 

• Conducting Staff Development 4 Training 

• Reporting 



) 



Knowledge, Concepts, and Skills: 



1. Basic Concepts Physical 4 Mental Wealth 

2. Health Problems 4 Services 

3. Determinants of Behavior 

4. .Basic Public Health Concepts 4 Methods 

i 

5. Health Education Methods * 

6. Administration, Supervision & Consultation 

7. Program Planning, Implementation 4 Evaluation 



Figure 3. Functions Identified and Areas of Preparation in the 
1967 SOPHE Statement that are Reflected in Currently 
Recommended Standards 
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The 1969 APHA-CPE criteria and guidelines developed for the prepa- 
ration of community health educators grew directly from the report sub- 
mitted, to the Public Health Service in 1968. Its criteria, not only 
affected those institutions seeking accreditation for the first time, 
but also established standards for preparation of all community health 
education specialists. Marjorife Young chaired the 1969 APHA-CPE Task 
Fbrcq^On Health Education. It is noteworthy that she had also served as 

i 9 

a member of the . steering committee working with Ralph Boatman on the NCA 
reports. ^ ' ; 

The 1976 SOPHE Guidelines provides an introductory statement that 
effectively sets forth the purposes and the methodology of the health 
education specialist. 



Health education is concerned with th$ health- 
related behaviors of people. Therefore, it Ihust take 
into account the forces that affect those behaviors, and 
the role of human behavior in ttje promotion *of health and 
the prevention of disease. As a profession j it uses 
educational processes to e/fect change or to reinforce 
health practices of individuals, families, groups* 
organizations* communities and larger social. systems. 
Its intent is the generation of healtb knowledge, the 
exploration of options for behavior and change and their 
consequences, and the choices of the action courses open 
and acceptable to those affected. 



The question of standards, certification, and licensuf^ was the 
central issue, and the decision to use the term "guidelines" apparently 
was made in order to avoi'd forcing that issue^. The* SOPHE report again J 
differentiated between the functions of the baccalaureate and the 
Master's level professionals. The term "community health educator" was 
dropped in favor of "health education specialist." Because of the 
increasing variety of occupational opportunities available, the term 
"community" was insufficiently inclusive to describe these new role? of 
theSiealth educator. — 

/ 

Let us now move to the other side of our genealogy .and highlight 
some of the school health developments, starting with the 1948 Jackson's 
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Mill Conference (AAHPER). Contemporary programs of professional prepa- 
ration for echoo'l health educators originated, to a great extent, with 
the recommendations arising from this conference. According to Means 
(1975), this was the first national conference on undergraduate profes- 
sional preparation for health education to be held in the United States. 
Here one of the first systematic* attempts was made to crystallize the 
thinking of professional leaders. in the formulation of standards and 
recommendations for the preparation of specialists in health education. 
Moreover, the conference attempted to determine those elements essential 
to the preparation of both .the Classroom teacher and the community 
health education specialist. 

SOPHE GUIDELINES FUNCTIONS 1976 
Bachelor's - Masters Level Distinctions 

^ 6 Areas 

T 

1*. Foundations for Health Education 

• Basic Elements Health & Weil-Being ^ 

• Contemporary Health Problems 

• Health Aspect of Physical Environment 

• Health Aspect of Psychosocial Environment 
(Community - Schools - Health Care - Occupational & Industrial Settings) 

2. Administration of Health Education 

* 3. Program Development S Management 

4. Research & Evaluation 

5. Professional Ethics » 

6. Special Applications of Health Education 



Figure 4. SOPJC 1976 Guidelines Reiterating Earlier Recommendations. 

New Areas Recognized: Research and Evaluation; Profes- 
sional Ethics and Special Applications (i.e., School, 
Cdmmunity, Patient Education, etc.) 
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Immediately thereafter, the thS.' Office of Education called i^s 
first national meeting in 1949. Thi8 conference was unique in that it 
was devoted exclusively to the problems of health education. One of the 
highlights of this conference was the recommendation calling for "3 
common curriculum for the preparation of the public health educator and 
the school health educator at the undergraduate level." Representatives 
of bpth the public health and school health fields supported this 
propfcsal. It was also agreed that specialization in these fields Should 
take place'during the fifth year of study. Then following in quick 
succession came the 1950 -Pere Marquette Park Conference (AAHPER), which 
was concerned with graduate study. Its focus was the evaluation of 
graduate programs and the procedures for accreditation. Much of the 
current demand for an effectively functioning accreditation procedure 
stems from this conference. 

The Second National Conference on Professional Preparation of 
Students Majoring in Health Education, sponsored by the U.S. Office of 
Education, was held in Washington, D.C., in January, 1953. Its areas of 
concern included both undergraduate and graduate study in health educa-- 
tion and matters pertaining to the specialized curriculum x)f health 
education. H. F. Kilander was a prime mover in both of the US0E- 
conferences. 

• «■ 
Probably the most influential statement coming out of the second 
national conference was the list of specific courses recj{>mmended in a 
'"desirable undergraduate curriculum for the major in health education." 
The courses were organized £der two broad headings: (1) health 
sciences — personal health, community health, sanitation, nutrition, 
mental health, family living, home nursing, first aid, safety education, 
driver education; and (2) professional subject areas — methods and 
materials, school health administration, school health environment, 
school health evaluation, and student teaching and field experience.' 
The importance of accreditation was again stressed in pointing out that 
"the lack of accreditation for institutions preparing school health 
educators -seriously impedes the recruitment, preparation, and placement 
of qualified personnel." (Creswell, 1964) 
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SECOND NATIONAL CONFERENCE USOE 1953 
UNDERGRADUATE MAJOR HEALTH EDUCATION 



Health Science Areas t Professional Subject Areas * 

Personal Health Methods & Materials 

Community Health School Health Services 

Sanitation Healthful School Environment 

Nutrition School Health Administrstion 

Mental Health ' School Health Evaluation 

Family Living Student Teaching & Field 

Home Nursing ^ Experience 

First Aid i • 
Safety Education 

Driver Education, Other 



Figure 5. Areas of Professional Preparation Recommended in this Report, 
Based op the 1948 Jackson's Mill Conference and the 1948 
APHA-CPE Report 

* ^he two U.S. Office of Education-sponsored conferences were planned 
specifically to follow up on the thinking and the planning that took 
place at the Jackson's Mill and Pere Marquette meetings. The close 
professional interrelationship that existed in the earlier conferences 
is clearly evident from the proceedings of this second conference, which 

4 

reported that the experiences offered by the colleges and universities 
preparing -health eduqators should include all the competencies recom- 
mended by the Jackson's Mill conference and, in addition, should include 

P ' 

all of the professional competencies outined in the APHA report on 
qualifications of community health educators. (Kilander, 1961) 

As background to' the 1962 National Conference, it should be pointed 
out that AAHPER had recognized the National Council for Accreditation of 
Teacher Education (NCATE) in 1960 as its official accrediting agency. 
This action, coupled with the need to reexamine programs in light of 
NCATE's standards, led to the development of the National Conference on 
Profeasional Preparation, held in January, 1962. 
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How did the 1962 program of specialization in health education 
differ from programs recommended by earlier conferences? 

1. While the recommendations concerning the basic sciences are 
quite similar,. the delegates to the 1953 conference"called for 
more applied' sciences, such ad human biology,^ rather than 
zoology. e 

.2. The 1962 conference delegates placed greater emphasis on the 
social sciences, especially those now known as the behavioral 
sciences. ^ ^ 

3. The 1962 conference delegates specified fewer courses but 
recoifnfcnded broader course areas. For example, instead of 
calling for specific courses such as health services and .school 
health environment, the recommendation was for courses in 
school/community health programs. 

In .1969, AAHPEfr held another conference.. This time the focus h^d ■ 

* 

shifted from accreditation to thre certification of health education 
teachers for secondary schools. The major concern- at this time was the 
shortage of well-trained teaching personnel. Standards for such teacher 
certification were recommended, and included (1) general education 
requirements, (2) biological sciences, (3)' physical sciences, (4) the 
behavioral sciences, and (5) minimum requirements for professional 
preparation in health education. 

* « 
A major issue at the time was the need to separate the certifica- 
tion for health education from that for physical education. 

The 1974 National Conference on School Health Education resulted 
from a decision to revise the preparation guidelines developed in 1962. 
It was unique, first, in regard to the development of extensive pre- - 
conference working papers and, second, by opening the ensuing -conference 
to all members of the profession in order to achieve a democratic,, 
"grass-roots" approach. The l?asic program design recommended for the 
curriculum resembled earlier conference decisions, including the 
following brpad categories: (a) general studies, and (b) professional 
studies. 
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This conf?ft$ence emphasized "accountability , in which recommended 
standards were written in the form of competency-based and performance- 
based objectives, representing the'extreme position of all preparation 
conferences in terms of the degree to which standards were written in 
the form of specific objectives and behaviors. 

The final conference to be discussed is the 1976 ASHA Committee on 
Professional Preparation and College Health Education Conference, which 
was held at Towson State University. Participants took note of the 
preceding reports and decided to review the existirfg^documents^elect 
the best parts, and make suggestions for farther improvement. The out- 
come of this conference was s recommended "standarized model" program 
for professionsi preparation that was widely disseminsted to profes- 
sionals in the field for/review and criticism. The utility of this 
model program seems to/have been demonstrated by its fsirly widespread 
U8e. \ ■ 

% Up to this point I Nave tried to stick pretty* close to the 
script — fchat is, 8 reasonably straight forwsrd sccounting of whst these 
conferences and reports were aboutj. Now, in addition to 8 summation, 
I should like to add a personal observation or two. 

T * t 

I Relieve the following list summarizes^Tfie msjor^ points of sgree- 
ment relatinc^fco-theae school health educstion professionsi preparation 
conferfences. 



COMMON AREAS OF PROFESSORIAL PREPARATION 
IN SCHOOk HEALTH EDUCATION 

1. Foundation Sciences of Physical- and Biological^Sciences 

2. Social and Behavioral Sciences 

3. A Common Co*e of Health Content Courses, 
Professional Health Education Courses, aTlfr 

4. The Skilla of Professional Practice 



Figure 6. Areas Generally Reflecting Recommendationa of the 

Profe8aional Preparation Conferencea Held During the 
1960s and the 1970s 
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Figure 7 illustrates the content sections .of two of our most recent 
school health' education conferences: the ArthPER 1974 conference, and 
the Towson State-ASHA 1976 conference. I would like to contrast Figure 
7 with Figure 2, depipting the Role Delineation Report and its seven 
areas of responsibility. \ To my way of thinking, the issue is one of 
'balance between what I have characterized as a content orientation and a 
procetftT* orientation (see ..Figure 8). 5 

Conclusion 

Upon completing a review of this nature, with its heavy emphasis on 
fact, one important point jnay have been obscured. These conferences and 
reports resulted from the effojfs of people. As Theodore White observed, 
individuals milr^ hintniT^'lr realized" that identities in* politics are 
connected to ideas and that at the core of every great political identity 
lies an idea that the leader has absorbed, changed, and imposed on others 
/ J 

.So it is infields other than politics. The profession of health 
education has been and continues to be influenced by men and women whose 
identities are connected to ideas. Jhese ideas have created health edu- 
cation and have influenced us in the making of our contributions. We 
feel a sense of obligation to the leaders and the workers in this field 
who have gone before us. Many of them because of d6ath, retirement, ill 
health, or change of responsibility no longer play active leadership 
roles. I speak of people like Clair Turner, Sally Lucas Jean, Charlie 
Wilson, Bernice Mossj Mayhew Derryberry, Mabel Rugen, Carl Anderson, 
Ruth Grout, Beryl Roberts, Del Oberteuffer, Mike Hoyman, Keogh Rasch, ^ 
Marjorie Young, Kellie Kilander, Tex Byrd, Fred Hein, Dorothy Nyswander, 
Wally Wesley, Elsa Schneider, Si McNeeley, Ruth Abernathy, Ned Johns, 
Bob Bowman, Ralph Bpatman, Wes-Cushman, Warren Southworth, Bob Yoho, and 
many others. The mentioning of their names causes us to realize anew 
the magnitude of the legacy and the responsiblity they have given us. 

The future is now — the opportunity is here and the challenge is 
before us — good luck! 
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CONTENT FOfl THE HEALTH TEACHING SPECIALTY 



AAHPER 1974 



Environmental Health 
Mental Health 
Alcohol, Tobacco & Druga 



1. 
2. 
3. 

' 4. <* Nutrition 
5. 



Communicable & Noncom- 
munircable Diseases 



6. Human Sexuality 

7. Dental 0 Health 

8. Physi^r Fitness 

9. Consumer Health 
10. Community Health 

Accident Prevention 



* ASHA 1976 

1. Peraonal Health 

2. Community Health 

4 

3. Alcohol, Tobacco, & Drugs 

4. Human Sexuality, 

5. Mental/Emotional Health 

6. Ecology/Environment 

7. Nutrition 
.8.' Aging 

9. Death 

* 

1.0. First Aid/Emergency Care 
HJ| Safety 

12. Communicable & Noncom- , 

municable Diseases'* - 

13. Exercise 4 Fitness 

14. Consumer Health 

15. Dental Health m 

16. Heslth Careers 



Figure 7; Health Content Emphasis Characteristic 
of Professional Preparation for School 
Health Educators 
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ISSUE OF BALANCE 



CONTENT 
(Orientation) 1 



1. 


Environmental Health 


1. 


2. 


Mental Health 


2. 


3. 


Nutrition 


3. 


4. 


Sexuality 


4. 


5. 


Druga- Tobacco-Alcohol 






Consumer Health . 


5. 


7. 


Dental Health 


6. 


8. 


Concepts of Disease • 
Physical Fitness 




9. 


7. 


10. 


Community Health Problems 


8. 


1U 


Accident Prevention 


9. 



10. 

11. 



PROCESS 
(Orientation) 

Epidemiology 

Bioatatistics 

Health Services Administration 

Environmental Health 

(Health Education Perspective) 

Communication Theory 

' Communication. Techniques 
(Education Methodq) 

Community Organization 
Group Process < 
Behavior Change Prog. 
Learning Theory 
Needs Assessment 



^ •• • 

Figure 8. Content Orientation Characteristic of Professional 

Preparation in School Health Education and the Process 
Orientation Characteristic of Preparation in Community 
Health Education 
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The Objectives for the Nation In Disease Prevention and 
Health Promotion: A Challenge to Health Education Training 



Lawrence W. Green, Dr.P.H. 
Director, Office of Health Information, Health Promotion, 
and Physical Fitness and Sports Medicine ' 
U.S. Department of Health and Human Services 



Distinguished deans , fellow professors, and health educators con- 



_ cerned with professionsl standaros: After Dr. Creswell's tour de force 
of the history of efforts by committed end conferences in the past to 
address the questions of professionsl preparation and standards in 
health educstiSS^^purpose at this poirS^is to convince you not to 
despair at yet another conference; that, in fact, this is a particularly 
opportune time to have convened once again to addreaa these questions. 
Dr. Creswell summarized his conclusions with a reference to Theodore 
White, but what he did, in fadfT^^P disprove White's thesis thst 
in^riduala make history. It seems from his report thst committees make 
history. You would be correct if you were to point out thst there are 
few statuea of committees in our public psrks. But we must nevertheless 
recognize thst committees and conferences ace essential to progrffbs snd 
consensus on mstters thst effect people whose work reflects vsrious 
perspectives. v 

The purposes of this confeflfnce hsve been outlined for you from 
various perspectives. My own concerns ss a coaponsor but slso aa a 
health educator are to assure thst our effor^Ao delineate the roles of 
heslth educators for ^he future snd the tssks of trsining for heslth 
education in the fufure are properly cast in th$ context of the nstional 
objectives for disesse prevention and heslth promotion. These objec- 
tives are themselves the product of considerable consensus-building 
among various professions and interest groups. I am going to focus in 
these remarks more on those objectives than on Healthy People , the 
Surgeon General 'a Report on Health Promotion and Disesse Prevention, 
.because far most of you thst is by now history. You'hsve peen the 
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report; most of you have had time not only to read it and to study it , 
but also to share it with your students and to teach some of your 
courses around it. The copies of Objectives for the Nation thst were 
distributed to you tonight are so hdt off the press thst the red ink may 
smear on your hands.* Those objectives follow on the Surgeon General's 
Report; they are the next step in the process of national conaenaua and 
policy development in health promotion and diaeaae prevention. 

m 

The objectives, as you will note from the material in your packet, 
are the product of a thorough and ayatematic process of consensus 
development across the nation, acroas profeaaional disciplines, acrosa 
lay interest groups, snd serosa public and private sector institutions 
and organizations. All of this consensus has been tempered in the final 
product by economic realitiea, political projections, snd international 
compari8on8 of what should, be possible over the coming decade . m We hsve 
never hsd, in my view, in concert with our collesgues in other profes- 
sions, a more specific, concrete, quantified, and widely accepted aet 
of deatinations and guideposts for a full' decsde shesd in disesse pre- 
vention and health promotion. We have wandered in a wildernes^ of con- 
fusing and sometimes conflicting goala, if we had any at Now we 
have a set of nstionsl objectives on who should be expected to schieve 
how much of what benefits by when ,' These sre not rigid atsndards;* these 
are not Federal guidelines — they sre nstionsl guideposts to be sdapted 
to local situations snd special population needa. They are not a 
complete posd map — only a set of destinationa and markera. 

How the Objectives Can Help Delineate Rolea C , 

We' must decide here at this meeting, I believe, the varioua patha 
health eduction" ahould follow and the vehicle8 it can offer to empower 
the public to achieve these ends! Look at the objectivea in this 
document in two waya— first, 88 a statement of prioritiea for national 
attention in order to yield the greatest benefits to the heslth of the 
Americsn people. The 15 chapters repreaent 15 prioritiea for action to 
ii43>bve the health of the natiqn (aee Table 1). As 8 set of priorities, 



can guide /our deliberations here in sssuring thst we sre training 
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Table 1. Priority flrtlnntrffai UMlfch^Ccoi Objectives for the Nation 
in Dieeaee Prevention and Health Proaotlon " 



Preventive Health Services 

High Blood Pressure Control 
Family Planning 
Pregnancy and Infant Health 
Immunization 
g Sexually Transmissible Oisesses 



Heslth Protection 

Toxic went Control 
Occupational Safety and Heslth 
Accident Prevention and Injury Control 
Fluoridation and Dental Health 
Infectious Agent Control 



Heslth Promotion 

Smoking Reduction. 
Reducing Misuse of Alcohol end Drugs 
Improved Nutrition 
Exercise and Fitness 
Control of Stress end Violent Behsvior 



0 



heslth educstors for roles that are relevant to the prioritie8 for the 
nation f 8 health. Second, look at this document as a resource document 
on suggested prevention end heslth promotion methods against which the 
roles, functions, *nd activities of health educators may be held 
^countable. 

How the Objectlvea Can Strenjthen Health Education Practice 

The cycle of poverty of health education programs has been 
characterized in the past by, inadequate support for health education. 
As ,8 result, goals andjpthods have been diffuse and of questionable 
quality. The result has been only modest and scattered impact, and the 
result of this dilutipoJs that any social benefits have been either 
missed or undetectable, /it has been impossible to make a esse per- 
sussively wit^peLit^mskers for additional pupport. And so inadequate 
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support has perpetuated the cycle of poverty for health education. We 
have begun to break into that cycle at several levels, particularly with 
evaluation, as seen in Figure 1. 

When a profession or any other enterprise cannot depend on a single 
source of revenue, it must diversify its portfolio. Health education 
has had brief periods of greater support from one categorical health 
concern or another, such as* immunization programs in the early sixties, 
family planning and drug abuse „in the lata sixties, hypertension in the 
early seventies, alcohol aW^saoking in the late seventies. But with 
these constantly shifting priorities, long-term objectives could not be 
pursued systemat^all^fSC^ Professional training programs 

could not keep up with the dinging job market and expectations for 
proficiency in the field. Employers could not count on health educators 
trained yesterday to understand today's priorities. 



THE PROFESSION'S CYCLE OF POVERTY 



Diffuse 
objectives 



Objectives for the Nation 
i in Disease Prevention and 
Health Promotion for 1990 



Inadequate 
support 



Diffuse methods^ 
and procedures 



Role delineation, profes- 
sional preparation, quality 
assurance 



Modest and 
Scattered impact 
and outcomes 



Evaluation and research, 
monitoring arid surveillance 

Here the cycle is 



Figure 1 . The Cycle of Poverty for Health Education. 

redefined to emphasize the points of intervention addressed by current 
federal policy (adapted from L. W. Green, M. W. Kreulerl S. G. Deeds, and 
K. B. Partridge, Health Education Planning: A Diagnostic Approach , Palo 
Alto, California, Mayfield Publishing Company, 1980). 
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With the 10-year tine frame of Objectives for the Nation , we have 
an opportunity at the beginning of 1981 tm plan and focus our profes- 
sional preparation of health educators on 1990 targets that are diverse 
enough to assure multiple sources of support , yet specific and distant 
enough to assure concentration and continuity of our efforts in training 

4 

and program development. 

Mohave begun tq accumulate a literature that assures us that there 
is an immediate impact of health education that is detectable and 
significant. We have begun to accumulate some^en longer-term evalua- 
tions of outcomes, hard outcomes in terms of health benefits. Cost/ 
benefit evaluations have yielded indications that the benefits in health 
and economic terms outweigh the costs of health education programs. But 

4 

we continue to slip and slide in this construction of health education's 
case for more resources because we have failed to articulate our provi- 
sions for quality assurance, peer review, and the clarification of the 
goals, objectives, and methods Of practice in health education. That is 
what we are here to address at this conference, and this is where the 
Objectives for the Nation in Disease Prevention and Health Promotion can 
be helpful. 

How the Objectives Can Strengthen Public Support for Health Education - 
_ ^_ 

There are dome other cycles that need to be understood in examining, 
the history and the current status of health education* The decision 
cycles in health policy. and the allocation of resources for health pro- 
grams can be viewed. as overlapping professional decisions and public 
decisions, as seen in Figure 2. Theory must be translated, into policy, 
and it must be understood by the public that will support policy. 
Policy is best expressed in the form of objectives. That understanding 
in the public will result in pertain demands and expectations that will 
infltfjence policy as well as influence practice v to the extent that prac- 
titioners have direct contact with the public. Practice results in 
evaluations that build theory, and theory, in turn, can help to build 
policy and public understanding at another plateau. Where do you fit in 
that? Where does training fit? 
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.Theory 



Evaluation* 



Role delineation 
and training i+- 



Practice and 
programs 



Objectives 
(policy) 



Public understanding 





Public expectations and 
demands (redefinition of 
acceptable conditions) 



Figure 2 . The Overlapping Cycles of ProfegfiiflRal Decisions (on the left) 
and Public Decisions (on the right) (Adapted from L. W.. Green, "National 
Policy in the Promotion of Health," International Journal of Health Edu- 
cation 22:161-168, July-September 1979; and "The Changing State of 
Science in Health Education," Focal Points , -April 1980, pp. 19-23.) 



How the Objectives^Can Strengthen Professional Training in Health 
Education % 

Training, it seems to me, is right in the middle of the cycle on 
the left because theory influences training, policy influences training, 
training influences practice, and evaluation influences training. 

In addressing training at this conference, we have to be concerned 
simultaneously with these interacting influences of theory and with 
objective statements of policy, practice, and evaluation, and all the^ 
while underatand that public understanding of these things wil\ be 
necessary to support policy. 

One outcome we do not want from role delineation is to mechanize 
health education practice so much that it will, be* viewed by the public 
as a perfunctory, technological process. That is not what objectives 
are all about. The o£her thing we. do not want to \Jo is to make the 
goals of fcalth education so monolithic* or so unilateral or unidimen* 
sional as to make them ill-fitted for large segments of a pluralistic 
society ^imposing majority values on minority populations. We have 
strived in our. development of national implementation plans to consult 
and incorporate the special concerns of Blacks, "Hispanics, 'Asian 



66 



9 

ERLC 



In 



Americans, American Indians, and the elderly. The concept of lifestyle, 
for example, could be intimidating or oppressive to some people if it* 
were conceived to be a uniform that everyone must wear squally. jBut we 
do rjeed to clarify our objectves and roles if we jare, to be effective and 
responsible, not to say efficient, in our preparation of professionals 
for practice in healtft education. We must understand that our outcomes 
depend on the quality of our professional practice, which we will deter- 
mine through prpfessional training and other quality assurance mecha- 
nisms. Let me define these terms more sharply for purposes of discus- 
sion over the next couple of days. 

How the Objectives Can Help in Quality Assurance * 

Quality I define as the appropriateness of a specific set of 
professional activities, in our case, educational* or administrative 

activities, as performed in relation to the objectives they were 

x 

intended to serve. That is what evaluation and theory are particularly 
about. From evaluation and theory we construct our notions of what are 
appropriate, "specific sets of professional activities in relation to 
specific objectives. 

V 

Quality assurance we can define as accountability for professional 
'activities to someone who needs to know they are appropriately 
performed. That is where we must strengthen role delineation and t£p 
reporting mechanisms that may come out of tftat, whether it be in the 
form of credentialing or some other form of reporting or accountability 
to the public.' Quality control is the mechanism or procedure f or s 
obtaining quality assurance. This is where monitoring and surveillance, 
including credentialing, particularly come to rest. Credentialing can 
be regarded as a quality control mechanism. The specific methods of 
accountability toward which we might be working for quality control, 
beyond basic training, might include Accreditation, certification, . 
licensure, continuing education,* consumer policy committees, and peer 
review. 
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STRATEGIES 



OBJECTIVES \ 



Quality 
Assurance 
(1981-1990) 



Professional 
Activities 
(1980-1990) 



Priority Action 

Areas 
(1981-1990) 



Impact 
(1985-1990) 



Outcomes 
(by 1990) 



Monitoring 

Surveillance 

Role delineation 

Training 

Accreditation!' 

Certification^ 

Licensing 

Continuing 

education 
Peer review 
Consumer 
response 
Evaluation 
Vital Records 



Organizational 
Medical 
Screening 
Detection 


— ► 


Preventive 

Health 

Services 




nOOvUl LOQ , 

Services 


► 


— >r 








i ? 


Educational 
Communications 
Community 
organization 

Economic 

1 f, ' 


Health 
Promotion 




Behavior 


► 


— 






i 


i } 


f 


Engineering 

Chemical 

Regulatory 


Health C\ 
Protection 




Environ-, 
ment 







Reduced 
morbidity 
and mortality: 
Healthy 



People 

(Surgeon 
General 1 8 
Report) and 
health status 
Objectives 



for the Nation 



Figure 3 , Relationships Among Components of the Federal Initiatives in 
Disease Prevention and Health Promotion (Adapted from L. W. Green, 
"Healthy Peqple: The Surgeon General's Report and the Prospects, " 
Chapter 3, in W. 3. McNerney, Ed., Working for a Healthier America , 
Cambridge, Massachusetts, Bellinger Publishing Cpmpanf , 1980, pp. 95-110; 
and L. W. Green, R. W. Wilson, art) K\ G. Bauer, "Objefeives for the , 
Nation in Health Promotion and Disease Prevention* aid Requirements to 
Measure Our Progress," Proceedings of the 18th National Mating of the 
Public Health Conference on Reco rds and Statistics: New Challenaea for 
T7rr iT^~ rT ~ rTrT ~^ 1 — " • • * — " — ™ — " — — ^ — ' 



Vital and Health Recorda , Washington, D.C.. Office of Health Research, 
Statistics and Technology, NCHS, DHHS Publication No. (PHS)81-1214, 
December 1980, pp. 229-234.) 



3 

How do the three tasks for this conference hang together? There 
i8, firat, the task of examining the roles delineated in the July 1980 
Focal Points document from the Role Delineation Project. Thdre is the 
second task of looking for the implications of that document and our 
recommendations for revision of it, for training, for training institu- 
tions, and for students in professional training. Then there is the 
third task of a88uring that all of thi8 relate8 with some degree of 
relevance to the 0bjective8 for the Nation as derived from the con8en8U8 
development f>roce8S that we have been through in the Federal Goverrwient 
on a national scale with public and private 8ector involvement. 
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I would like to take iaaue with only one definition in the 3uly 
1980 Focal Points document %iat you will be working from, and that is 
the -definition of health education * I dct not mean to impoae my 
preference for 8 definition but just to document my di8agreement with 
the working definition proposed by the Role Delineation Project, which I 
find unworkable: The definition of health education that I find more 
workable in relation to quality assurance and role delineation is one 
that emphasizes the combination of learning experiences designed to 
support voluntary behavior conducive to health. 3ohn Dewey once said 
that since a democratic society repudiates the principle of external 
authority, it must find a substitute in voluntary disposition and 
interest. These can be created only by education. It is in that 
context that we have the opportunity today to show what education has to 
offer^hecause the health problems that we are addressing today, 



outlined* in Objectives for the Nation and the Surgeon General's report, 
are onea for which more coercive means of behavioral control are not 
going to be acceptable in this society as were the infectious disease 
control measures of the past. How does this delate to the broader goals 
and objectives of disease prevention and health promotion, the third 
task for „the conference? 



Structure of the Objectives for the Nation 

Health education is one of the many enterprises or technologies 
contributing to the Objectives ^fbr the Nation. Others include 
political, social, economic, organizational, engineering, and medical 
interventiona. Theae strategies, including health education as one 
of the leading methods, are to accomplish objectives ih each of the 
15 areas of priority broadly grouped under three* categories called 
health promotion, preventive health services, and health protection. 
The accomplishment of those Objectives for the Nation should achieve the 
broad goals for the five age groups as outlined in Healthy People , the ^ 
Surgeon General's Report on Health Promotion and Disease Prevention. 
The processes that we have been through in arriving at these objectives 
have included Federal task forcea chaired by Dr. Michael McGinnis, 
Deputy Assistant Secretary for Health, to get the act organized, but 
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then an increasingly broad-baaed national consefhaua development process 
that led to the publication of Healthy People , and since then the 
development of the objectives. The objectives grew out of a process of 
consulting jjith large numbers of experts and then distributing drafte of 
the objectives to a wide audience of potentially concerned lay«and pro- 
fessional interest groups, organizations, and institutions, public and 
private. The comments of the three thousand or so individuals, and 
organizations that received the draft objectives were sifted land recon- 
ciled and finally put together in the document that you have. ^Implemen- 
tation plans are now being developed in each of those 15 area£^<^ 

The questions that the implementation plans ^sise are such ques- 
tions 88 Mho shall be expected to perform some of the activities neces- 
sary to accomplish these objectives? That is why'thia is not only an 
Jpportant time for us to be addressing this issue, but an opportune 
timq. 

Table 1 and Figure 3, as you will note, organize the objectives 
into three broad groups, prevent ive # health services (related to medical 
interventions or settings), health protection (related to environmental 
interventions), and health promotion (related to behavior). The' pre- 
ventive health services, however, contain some objectives that can be 
accomplished best -outside the medical care settings, and health pro- 
motion requires organizational and environmental supports for behavior 
within medical care settings, so that it is not a clear-cut ^delineation. 
The objectives relating to aexually transmitted diseases can illustrate 
the structure, starting with objectives for improved health status, "By 
1?90, reported gonorrhea incidence should have been reduced to a rate of 
2B0 cases per 100,000 population. In 1979, the reported case rate was 
457 per 100,000 population." Each objective is ststed in terms of the 
time by which it should be accomplished, the population who should bene- 
fit, and when they should experience that benefit. "By 1990, reported 
incidence of primary and secondary syphilis should be reduced to a rate 
of 7 cases per 100,000 population per year, with a reduction in con- 
genital syphilis to 1.5 cases per 100,000 children under one year of 
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age. (In 1$79, the reported incidence of primary and secondary syphilis 
was Mi cases per 100,000 popuIatifc|*, while reported congenital syphilis 
was 3.7 cases per 100,000 children under one year of age.)" 

TMe b^iavioral and educational objectives appear not In the cate- 
gory that states the health status objective, as above, but i^tfje next 
two categories in the hierarchy of objectives "that go from improved 
hefelth status to reduction of risk factors' to public and professional 
awareness. In the risk factor category, there are usually some 
behaviors that need to change. From there, the hierarchy progresses to 
objectives related to public^jpd professional awareness, a bi;oad heading 
that includes a wide range of cognitive phenomena. In that category I 
think you will find most of the short-run, immediate objectives that 
health education ought to be accomplishing. In fact, the nation is 
depending on health education for the accomplishment of these educa- 
tional objectives, and without their accomplishment we are unlikely to 
achieve the risk factor reduction objectives and ultimately the health 
status objectives. Following the public and professional awareness 
objectives in each chapter are health services and protection activity 
objectives,' and finally a category of objectives for measurement and 
evaluation, emphasizing increased surveillance and record-keeping 
systems to t 
the 'decade. 



systems to enable* 8 to track our progress toward the object! vis over* 



In addition to the objectives, there is a background prior to each 
set of the objectives that includes the nature and the extent of the 
problem, and suggested prevention and promotion measures, prominent 
among which are information and education measures. For each of the 15 
areas, including those in the environmental health protection category, 
many of the prevention and promotion measures su^^sted are in fact 
educati^al. , For every category there are some educational measures 
suggested in addition to the objectives for behavioral risk factors and 
public awarene88. 
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Not all of the health status objectivea are stated in ratea per. 
100,000 population, but some of them are -stated in terms of numbers, as 
in the case of the incidence of immunizable diseases. For those we are 
looking toward the near eradication of some of the infectious and 
communicable diseases. In fact, there is talk today of the possibility 
- — vdf eradicating measles. But I point to this particular set of objec- 
tivefc becaucfo.it illustrates how some of the objectivea associated wit^ 
preventive health services are going to depend upon schools ''for their > 
accomplishment. Indeed, we have estimated that approximately 'one fourth 
of all the objectives will depend on the cooperation .of the education 
establishment for their accomplishment. If we cannot come to some 
agreement here amon^purselves as health educators, it is unlikely that 
the rest of the educatxbn and health eatabliahment will come to terma on 

the cooperation of schdols and health agencies. 

- > 

The objectives in the broad category of health protection include 
those that have to do with the environment, including thfe workplace 
environment: toxic agent control, fluoridation of>fcommunity water 
supplies, infectious agent control, accidental injury control, and 
occupational safety and health. These again include 'a large number of 
objectives and measures that are educational in character. Half of 
those in occupational aafety and health relate to worker education and 
the rest to management and professionsl education^ 

* 

Then, the last broad category is health promotion, where the objec- 
tives fall into five categories — in order of priority, the reduction of 
smoking, alcohol and drug misuse, nutrition, physical fitness, and , • 
atress and violence control. They are in that order of priority because 
of the state of the art and because of the epidemiological knowledge 
that those are the things that could make the biggest difference in 
'terms of morbidity and mortality in this country. It is* recognized that 
interventions tend to follow this order of success. But it is acknowl- 
edged, on the. other hand, that if we could solve the stress problem, we 
might solve all the others simultaneously. 
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In every casetahe Federal questions* in developing national policy , 
as I believe will be the case in developing State and local policy, come 
down to questions of how we divide the labor among organizations and the 
health professions to accomplish these objectives. . That is the task of 
rile delineation anci^?tf essiftnal ±rairJi«^to bojaddressed here as we ' 
sort out the fuhctions of school, community, and patient education T 



) 
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/ Credentialing for the 1980s 

Raymond D. Salman, Ed.D. 
Director of Profeaelonal Licensing m 
New Yoirk State Education Department 



Twaht to thank you for the opportunity address you this morning 
on a topic of paramoynt importance to each of you and your organize* 
tions. The credentialing area in general is one that is frequently 
misunderstood and one that is often misrepresented, 

(J . ♦ 

I've been speaking out on^the credentialing issue across the 
country f^r a number of years. (13) (14) (15) (16) '(17) In many organi- 
zations and states, my views are well known. I'm fortunate* in that I'm 
aliened to speak my piepe and make my case without necessarily reflect- 
ing the views of nfy employer, New York State. • If I am ridden' out of 
town on a rail, I'm on my own. On the other hand, if you like what you ' 
hear, they take all the credit for my upbringing. It's a kind of 
reversal of the old story about the company of* college grads during K 
World Vfar II who wouldn't sign up for GI insurance, despite the fact 
that^he battalion hqd a record of mora* than 75 percent compliance. 
After lengthy appeals from the major, the lieutenant, an Ivy League* 
graduate, asked to take a turn. His appeal waa based on4he need for 
giving it the old college try— let's give all for thfe red, white ^d 
blue. The . compliance rate went up to 20 percent. Finally, an older, 
wiser nohcom came forward and asked to be given a chance to tell it like 
it is. "Look here,* you <juys," he began, "let's forget all this junk • 
you've heard and follow me to the bottom line. If you sign Up and go 
and get killed, the government is gonna send your* family 10,000 dollars 
each. If you don't sign and get killed,' the brass send your family 
nothing. Now, if you was ^he govergpient , who would you send oversptfb to 
get killed?" x 

# # 

This moAiing, 1 hope to cq^jthrough the esoteric jargon and get us 
to that bottom line, even "if it means getting killed along the way. 
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The whole area of credentialing is no longer in the land of the 
»y8tical. Regulatory. programs are very much in the public ey^, particu- 
larly those that ve regulated by law, (11) As.a group, professltjqal ' 
practitioners are no longer a venerated segment&f the population, (6) 
Oh tfoe contrary, they are more and more frequently being criticized, 
even attacked, by an increasingly^ litigious public. Licensi^^ws are A 
being* subjected to sundet legislation ^in several dozen states, with some 
licensing boards legislated into oblivion, in some cases for <jood rea- 
son.^) The message 'should be loud and clear — a*regulaj^)ry program, if 
it is to survive in the y^jars ahead, must be meaningful, necessary, and 
certainly in the public interest, 9 ' 

' Basically, there are two kinds of regulatory program, statutory and 
voluntary. Let me address statutory credentialing first. 

A statutory regulatory program is one that usually comes afDout as a 
result of legislative ac&on of some sort, most commonly, an act of a 
State governing body. In the past, groups comprising' mostly members of 
professional societies lobbied for a regulatory act, which eventually 
_ found itself on tbe_baoka. as a Statft_lsw. .However* one nf our^bettar-. ~ 
known State legislators told me a few years ago that if most proposals 
on record today were to be reihtrbduced now, few, i'f any, would succeed. 

The fundamental , reason for* regulating an occupation ia to provide 
the public with some degree of protection.** If the primary beneficiary 
of any credentialing scheme is the practitioner, the proposal should 
never be enacted. (20) Now we all admit thgt the best proposal designed 
with the public good in mind will resullr in potential benefit t,o 
practitioners as well, but such benefits must bp ^outweighed by far by 
^ the public and societal needSy being met. 

* < • y ... . 

+ Regrettably^ terms used to describe regulatory programs are neither 
consistent nor universal. In some instances,, the aarie ones di;e used, 
bijt in different ways, in 8tatutory snd voluntary program8. Sometimes 
^ctfr effort8 to communicate in the most simple manner lead^us a8tray/ 
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I'm reminded of 8 recent event during the just-completed census when sn' 
1 investigator sought out an area's old-time resident, having been told 
that this aged msn wgjJld haye a load of important demographic dats at 
his fingertips. T£ie census-taker asked the qian whether he could shed 
, some light on the death rate in his neighborhood. After considersble 
silent thought, the man said he'd finally figured it out. "ifve con- 
cluded," he ssid, "that the death rate iVi this neighborhood iV one per 
son." 

In a ststutory credentialing program, the most restrictive, most 
costly program is one of licensure. Simply stated^ in this scheme, a* 
license issued restricts a prsctice. Frequently, licensure limits the 
use of certain titles as well, but the primary emphasis in licensure is 
on restricting practice. (5) For example, 8 license. to practice medicine 
l^pits the broad prsctice tof medipine, whstever that is by definition in 
the law, to a license holder. In most esses, th? ^Icense slso denies 
those not licensed the use of cprtsin titles. In New York State, fott 
example, only a licensee G^n^l^m to be s "physicisn." Now many iwi- 
/ licensed medical school graduates use the title "doctor, * biit' only a 
licensee msy, under the title "physician," practice medicine. 

Another form of statutory regulation is certification, 8 term 8lso 
used frequently in voluntary credentialing programs. c' Again, simply 
stated, 8 statutory certification act does not restrict any ps^.cular 
practice, but only the use of s title. (5) There are a variety of 
examples svailabie. In many ptates, psychology is a certificated 
profession, 88 sre professional enginee^ng and, in some causes, socisl 
work. While many persona msy perform tasks usually identified with ^ 

psychologists, socisl workers, or engineers, only persons holding such 

d 

certificates may use those restricted titles. Now, aa if this isn't 
t 

complicated enough, let me muddy the waters 8 bi^more by referring to 
some 8tate8 in which everything issued is called a license, though some 
•licenses restrict prsctice, whe^eaa others restrict .only a title. >^ 
W)espite these few anomalies, however ,. these dichotomous di^inctions 
hold in most cases. Other forms of statutory regulation of an 
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occupation exist, the most basic being registration, (5) in which snyohe 
that meets an established set of quslificstions may choose to register 
with. the Tegulstory sgency and have h4a or her name placed on a liat of 
registrants. This process lim^Js neither a prsctice nor a title, but 
only provided a liat of registrants from among whom the public may 
choose> should it wJubH<* * % 

This right of th? public to choose s practitioner is one now being 
debsted st^ trite highest government levels. A basic question is whether 
or not government has either the right or the responsibility to /eatrict 
practice. (22) 



4 



No regulatory program ahould exiat at a level beyond thrift 
absolutely neceaaary to protect the health, aafety and welfare of the 
public. If simple regiatratibn will auffice, there can be no justifi- 
cation for licensure or certification. To propose any program, there 
should be sufficient evidence of need, and detailed data as to why 8 
lesser form is unworksble. Of course, it is axiomatic that even before 
such dsta sre collected, there must be evidence thst abaence of ragula- 
tion of aome aort reaulta in recognizable damage to an unauapecting 
public. t * 

A voluntary credentialing program is slmost universslly the 

function of a atate, regional or national firofeaaional asaociation. 

However, there ia no ^deterrent to 0 government agency' adopting the 

. standards of such a system snd incorporating it within ita own gover- 
. • ) t - j 

v nance of the atate 1 a work. force. However, a State may not abrogate ijfe 

reaponsibilities" for settfng minimum stsndarda for entry into a stetu- 

. tory regulatory program, nor mpy a profeaaional association^ abrogate 

thst responsibility to itepif ^ iwwever, a voluntary program, an 

interdependent relationship between the Stste snd a profeaaional 

sssociation can and hopefully will develop/ wherein atandarda can be 

agreed upon mutually, and the purpaaea of each participant can be ■ 

accomplished. * 9 

. .. ' • v • 
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Within a voluntary credentialing program, certification can take 
on meanioga ;quite different from those of the statutory system. (2) A 
certificate can be more than a single-purpose document. It may signify 
the meeting of standards ^fpr tjie competent practice of the profession 
generally, or it may be used to denote specialty qualifications of one 
aort or another, even excellence in general or specialty practice. Such 
is certainlyyi6t"the case with statutory certification in a program. To 
explain that, let me digress a bit. ~ 

In a State-mandated credentialing program, the entry-level license 
or certificate,* or whatever is granted, usually carries with it only a. 
very loose and almost meaningless quality compoppnt. It. is no assurance 
of quality or competence .(14) I've heard (and even at times in the 
past, used) the term "minimum competence." Now, without intending to 
get into a semantic argunerit, I find the words "minimum" and "compe- 
tence"* just don't belong together. They remind *me of trying to join / 
^alightly" and "pregnant" into something meaningful.- George Carlin, in 
his several lectures on words we use, or shouldn't use, together, h&s a 
variety of other examfrlea, many of which I think I won't mention here. 
It 'reminds me of the^jhilande^er who justifies his actions by claiming 
to wear his wedding band only "loosely," failing tto accept thflt a ■ 

wedding band, no matter how loosely worn, always l^jts off circulation. 
» « ** 

"Minimum" and "competence" just don't go together. The initial 
license is" a signal to the consumer only that whery^it was issued, the 
regulatory agency found the practitioner to be one who could practice 
safely , not likely to be of potential harm to a client. Now certainly 
Hhat has a loose quality or competence component, but a guarantee of 

either quslity or competence it ie not. Furthermore, once a license hss 

\ 

been issued, i^ cannot be assumed that the level of safety judged at the 
time of issuance has coptinuepl. We are, or at least should be, far, 
beyond that day when we believed that a licensed or credentisled person 
maintained or improved skills just thrdugh daily prsctice. At ohe point/ 
in time x we were deluded into believing ^hat licensure equsled compe- 
tence, and thst once licensed meant forever competent* That myth must 
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be dispelled, once. and for all. Nonetheless, in a statutory program, the 
determination of what shall be required for entry-level credentialing is 
a function of the State, usually carried out by the State board for the - 
profession. On the other hand* in a program that is voluntary in 
nature, the professional society may establish, ' and usually does set 
standards for, the issuance of the basic credential. It has been my 
experience that many voluntary credentialing programs set standards for 
the entry-level certificate at a level higher than that mandated in a ^ 
State-regulated system, though such need not necessarily be the case. 

The last decade in particular has been notable for attacks *on man- 

datory '(that is, State-regulated) programs, coming from a variety o^ 

sources. (21) Some have evolved from within the system, from State 

legislators and other political factions increasingly informed about and^ 

wary of abuses by independent, autonomous regulatory bodies, many with 

parochial self-interests, and frequently without any required review of 

their procedures and actions by any other governing body, Basic to 

those attacks, hotever, are "concerns for the program itself, for what is 

required for licensure or certification, for how standards are applied, 

and what, if anything, happens to the errant practitioner after that 

person has' entered thesystem. Regardless of whether a program is 

■t 

statutory or voluntary, standards are standards and should be applied 
uniformly, and actions that afre either arbitrary or capricious are 
taboo. * 

* The basis for a "regulatory program is threefold, encompassing 
education, experience, and tan examination, (13) There should be an iden- 
tifiable, basic educational program common to all practitioners, A 
fundamental core of knowledge becomes the hallmark of the sciende of the 
profe88ion^»*Whether or not.it can be acquired at a baccalaureate level, 
ified through graduate study, or acquired in nontraditional ways' or 
in combinatiaihs is less important than the fact that an identifiable 
educatiortal base exists. Experience, on the'other hand, is often of a 
more variable nature. Some professions have demonstrated that the 
skills, behaviors, affa knowledge required for entry-level practitioners 
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can be acquired totally within the educational institution, whereas 
others have not. Only a studied approach to your own situation will 
result in that determination, but that approach should be undertaken 
with great care and deliberation, as I ihtend to discuss further in a 
few moments. The third component of a viable reguftfca^program is the 
examination, the availability o£ an instrument that allows ?n applicant 
to demonstrate possession of the behavior, skills, and knowledge needed 
to yiter practice safely. 



In at le^st one area in the health education field, I know that 
kind of instrument to be sadly lacking* — In s ch ool health teaching, for 
example, ,1 have been unable to find any examination to apply to persons 
seeking to enter that area of study and employment. In the national 
teacher examination series, covering, I believe, about 35 area tests, , 
not a single test exists for health educators. A recent study by Dr. " 
Barbara Wilks of the University of Georgia, soon to be published, (23) 
has identified^the many areas wherein potential health educators are 
required to submit to examinations, but are limited to those designed 
for other areas, particularly physical education, with a total disregard 
in the process for any proven relationship, or for that matted, lack of 
it, Between success in phys-ed -examinations and -school- health education. 
Not even face-validity concepts would apply here. Interestingly, Wilks 
found, some of these testing requirements to be State-ordered. The fact 
that school health educators is wellies any other professionals require 
examinations that must be prQvwi rrffevant to their specialties has not 
resulted in such requirementsvupugh such constraints have been clearly 
set by theEEQC, the FTC, artj eten^SQ* U.S. Supreme Court .(9)(21) 

•• ' ) • ' • 

Regardless of the prbfepsion, whether it be one where we are talk- 
ing of generic or specialty practice, the examination must be relevant 
to the task performed by the practitioners. (3) The scoring of the 
examination too must be free of flaws. The best examination technique 
is useless if> in its design or scoring ^mechanism, it fails to identify 
potentially safe practitioners and to eliminate unsafe ones. (12^ 

■ \ ' ■ 
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Once the 88 elements have been adopted as essential .Ingredients in 
the credentialing program, you must be able to demonstrate that without 
a doubt, those who have been credentialed and who may practice in an 
unprofessional manner, vr prove to be incompetent despite the_ efforts to 
detect them before their credentials are itfltiallv^ietfued , will be 
rdinoved from your midst posthaate. A credentialing program is worthless 
if strong corrective measures to remove incompetents or others unfit to 
practice are missing, or even weakly enforced. \ 

Now, let me get back to some of those basic issues I have skimmed 
oyer soqfpr. * 

• 

Without doubt, credentialing confers on its members an occupational 
identity. Can such an identity exist without an acceptable educational 
base, one generally agreed upon by all segments of the group identified? 
The determination of that educational base, and the establishment of a 
viable accreditation mechanism, are axiomatic. The fact that programs 
in health education are institutionally accredited is far less impor- 
"~\tant, in my view, than that they lack uniform program accreditation. 
The very foundation on which ^ credentialing program in this profession 
should be buiit ia~ * vol u n tary program in which a single, mutually 
agreed-upon agency appraises the educational offering and measures it 
against standards set as basic to health education, and grants accred- 
ited status to those programs if they are believed to meet those pre- 
determined structure, process, and qytcome criteria. That accredited 
status should be for term, not permanence, and periodic reassessment 
should be an integral part of the process. Certainly, to reach this 
'fundamental goal, bompromises among individuals %Kd groups may be 
necessary, but you are at the point now where this can aid should be 
accomplished. vWithout progrtt accreditation, you will have no 
meaningful credentialing program. 



Jh6 second question to address is ttw statutory/voluntary 
credentialing process. It is my fir* belief that you aj^ in a sound 
poaition now to mole ahead and seek to develop a voluntary certification 
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program. s the mood of the nation today is to {limit statutory, restric- „ 
tive licensing laws, to get government off the backs of the people— as 
I have stated, for many good reasons. Voluntary credentialing programs 
are the wave of the future. It is my view that independent, autonomous 
licensing boards, particularly those resisting some Very needed basic 
structural changes, may be an endangered species. I find it amusing 
that many profess the desire for progress: It 1 a just change they-don^t 
like. Your role delineation study should be finalized, through more and 
continued widespread exposure and discussion, particularly with the many 
special-interest groups that exist within the broad field of "health 
education* 91 Here too, compromises will Ipe necessary to achieve basic 
definitions regarding roles and titles, but in this sense, you are far 
ahead of where many other groups seeking regulation are today* Your 
leadership has wisely taken you into this most difficult self-assessment 
taA at an early point, but considerable work has still to be done, and 
you -must continue to apply measures of self-constraint and not rush 
ahead without careful deliberation* Unanimity can escape you easily if 
you 1 re. r not careful, but at the very least, cohesiveness is important, 
particularly in such a vast, complex, and often overlapping field* 

* * 
A variety of options are open to you. The first to consider is the 
"entry-level" credential* Should it be generic f something like "certi- 
fied health educator," with specialization left to different-lev£i 
certificates? If it is agreed that there is a common educational core 
for all health educators, a generic-level certificate may well suffice* 
This can be followed by specialty certificates denoting qualification in 
mofe restrictive areas of expertise, each requiring a level of skill 
beyond that of the beginning practitioner. Now ""beyond" in this sense 
doesn't necessarily .connote '^better" or "higher," but possibly only • 
"broader." The differences may be only horizontal. In addition to that 
specialty certificate may be one that denotes "excellence," and it is-my 
belief that \he consuming public is in a state of readiness now to 
accept a well-planned, sort of "cradle-to-grave" program. What I'm 
proposing to you now doesn't generally exist, though that lack is more 
the result of some disdain for change,. a sort of "take-it-or-leave-it" 
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attitude, on the one hand, by some existing programs, and an earnest 
desire to do something different, constructive, and more meaningful than 
what has been done in the past by new groups such as yours, on the other 
hand, with progress' understandably slow. ^ 

.I'm particularly impressed by the basic fact thst you are 
educators — education is your product, it is your strength. It is what 
you have to sell, so let's consider doing just that — educate! 



What I propose you consider is, above all, a major' task — it will 
require a lot of discission, possible argument, compromise certainly, 
but you have the potential for a model for all of the health field. 

• First of all, re-look at your role delineation study. Is it * 
addressing what actually is health education today, or does it address 
tfhat you have decided is the ideal for health education? You can't have 
it both ways unless you are that rare group (which I don't believe 
exi8t8) wherein the actual practices of today are those considered ideal 
for the field. Separate tho8e practices found in your study that exi8t 
today and are not the ideal* and identify how you intend to educate your 
newcomers to eliminate those and how your educational programs 'wi 11 < 
require change to assure that your ideal or something near it will be 
reached in a reasonable time frame. Study your task analysis carefully. 
Therfc'8 a lot of difference between a study that addresses the practice 
ideal and one that refers to what is happening now J or one that unknow- 
ingly mixe8 the two. Several professions, most notably nursing, have 
found that serious role discrepancies and differences in role concep- 
tions in a ta8k analysis can seriously affect a certification program. 
A 1976 8ttfy by Dr. Barbara Pieta of the University of North Florida has 
reflected on how holding power in a "profession, among other critical 
thing8, can be markedly affected if you aren't certain abowt your 
identification as "ideal" or "actual. "(10) 



^ your case, and at this point, consider building your certifica- 




tion program for the future, for what the ideal practice of health 
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education should be* Consider modifying the educational programs ao 
that at whatever time frame you aet, they will provide graduates with 
acquired knowledge, skills, and behaviora paralleling your ideal. 



Within a voluntary certification program, provide for a generic 
certificate tfcaKaignifietf~to anyone who ia intBreated that this is a 
competent practitioner r Allow that other level, the "aafe" practi- 
tioner, to a State regulatory program, if £ State wantsr one. Offer 
apecialty certification, in addition, to the competent certificant^ who 
wanta to diaplay special training in, let 'a say, achoQl, community, or 
public health — or whatever other specialty you may. find meaningful. 
Finally, at the pinnacle, conaider offering a certificate of excellence 

denoting that the holder has given evidence of being an outstanding 
v. 

practitioner in the health education field, regardless of specialty.^ 
Fundamental to this system are three elements: 



The fir^t/is that each certificate be based on requirements drawn 
from your role delineation study, and clearly show that the certificant 
possesses the behaviors, skills, and knowledge essential to that level 
of practice. 

, The second is that the^ certificate pot be granted forever, that 
something be expected of the certificant- to guarantee that competence 
after initial certification will be continued. Now<-"in this regard I'm 
referring to the need for meaeurea of continued competence. (6) (7) (19) 
Continuing education has failed to provide such assurances, professor 
Houle(6) has characterized the continuing education movement as one • 
11 ...born out of an eager directivenesa and naive faith...." He has 
further stated that "*..thla mandatory continuing education phenomenon 
is an ever-expanding balloon thnfr yp brnminq inrrrnningly difficult to 
manage and on the verge of exploding." I am in -complete concurrence 
with the view of Profeasor Houle and others that the "enrollment crite- 
rion" as a measure of continued competence doesn't work. A colleague of 
mine, in deacribing adjudicated caaes of malpractice in the health 
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professions, said he knew of none in which the practitioner was found 
guilty as a result. of a lack of knowledge. 



The third element is that the entire profession .embark on an * 
ambitious public education program to inform consumers of how important 
it is to seek out the services of a certified practitioner. This is "the 
major educational task I referred to when I suggested you use your 
educational expertise. Consumers are r#t as ignorant as some would like 
to think they are when it comes to contracting for professional services 
or learning how best to do that. 1 am a believer in Friedman's 1962(4) 
observation that: \ 

"If the argument is that we are too ignorant to judge 
good practitioners, all that is needed is to make the 
relevant information available. If, in full knowledge, we 
still want to go to someone who is not certified, that is 
our business; we cannot complain that we did not have the 
information ." ▼ 
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Finally, I'd like to use a story once told by Dr. Alexander 



Calandra,(l) to demonstrate how easily the demand for critical thinking 
can lead us astray: ' * ) 



c 

' It stiems that Calandra some time ago received a call 
from a colleague who asked Mm to be the referee on the 
grading of an examination question. Hi8 colleague was about 
to give a student a zero for hi8 answer to a physics ques- 
tion, while the student claimed he should receive a perfect 
score and would do so if the system were not set up against 
the student. The instructor and the student agreed to submit 
this to an impartial arbiter, and Calandra was selected. He 
went to hia colleague 1 8 office and read the examination ques- 
tion, which wa8, "Show how it is possible to determine the 
height of a tall building with the aid of a barometer." The 
student's answer was, "Take the barometer to the top of the 
building, attach a long rope to it, lower the barometer to 
the 8treet, and then bring it up, measuring the length of the 
rope. The length of the rope is the height of the building." 
-Now, this i8 a very interesting answer, but should the 
student get credit for it? Calandra pointed . out that the 
student really had a strong case'fdr full credit, since he 
had answered the question completely and correctly. On the 
other hand, if full credit were given, it could well con- 
tribute tSra high grade for the student in his physics 
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course; A high grade is* sypposed to certify that the student 
loiows some physics,' but the answer to the question did not v 
confirm this. With this in mind, Calandra suggested that the 
stydertt have another try at answering the question. He was 
pot surprised that his colleague agreed to this, but was 
surprised that the student did. 

Acting in terms of the agreement, they gave the 'student 
six minutes* to answer the question, with the warning that the 
answer should show some knowledge of physics. At the end of 
five minutes, he had not written anything. Calandra, asked 
whether he wished to 'give up, since he had another xlass to 
take care of, but the student said no, ha was not giving up. 
He had many answers to this problem: He was just thinking of 
the best one. Calandra excused himself for interrupting him, 
and asked him to please go on. In the next minute, he dashed 
off hia answer, which was: "Take the barometer to the top of 
the building and Jean over the edge of the roof. Drop the 
barometer, timing its +1} with a stopwatch. Then, using the 
formula, S = 1/2 l\l squared,* calculate the- height of the 
building." 



At this point, Calandra asj<ed his colleague whether he 
would give up. The colleague conceded. In leaving his 
, colleague's office^Calendra recalled that the student had 
said he had other answers to the problem, so he asked him 
what they, were. "Oh, yes," said the 'student fThere are 
many ways of getting ^the height of a tall building with the 
aid of a barometer. For example, you could take/the % 
barometer out on a sunny day and measure the height of the 
barometer, the length of its' shadpw, and the length of the 
shadow of the building, and by the use of simple proportion, 
determine the height of the building." "Fine, and the 
others?" * 

"Yes," said Ihe „ student. "There is a very basic 
measurement method. that you will like. Jn this method, you 
teke the barometer and begin to walk up th%stairs. As you 
climb the stairs, you mark of f the length of the barometer ' 
along the. wall. Yog then count the number -of marks, and this 
Will give you the height of the building in barometer-units. 
A very direct method. Of course, if you want a more. * 
sophisticated method, you can tie the barometer to ^he end of 
a 8tring,,8wing it, aq^a pendulym, and determine the value of 
'III at the street level and at the top of the building* ^from 
theVgifference between the two values of •'G,' the height of 
the building can, in principle, be calculated." 



Finally he concluded, "If you don't limit me to physics 



\ 

solutions to this problem, there- are many other answers, such" 
as the fcest one. That id taking the barometer to -the base- 
ment* and using it to knock on the superintendent's door. 
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When the superintendent answers, you spe?k to him as follows: 
'Dear Mr. Superintendent,, here I have ^ very fine barometer. • 
J/ 'you will tell me the height of this building, I will give 
you this damn barometer • 1 ? 

I think an essential lesson lies somewhere between this story and 
the issyea-JLraised with you this fliorriing. For the most part^ I have 
tritfo to *dt the stage fo? the sessions to follow and for the delibera- 
tions necess&ary in the months ahead" as you work- toward the development 
of a certification program. Wherever possible, I have dealt in 
generalities. The list of specifics, however, is lengthy, complex, 
Almost unending, yet not overwhelming. It includes such 
things as: ■ n 



. e Developing a sense of perspective, . where you really want 
to go ' % 

t 4 ' 

e Identifying an appropriate program accreditation agency 
^ e Putting together the concepts of a licensing examination 
e Developing an RFP for test service agencies. . .t&d so on. 



\ As you under takp these tasks, you are going to need to talk, . * 
confer, maybe even argue with those o£ us who have already "been there. 
After all, there is nothing to be gained in spending time and money 
"rediscovering the wheel." Unfortunately, there are many self- 
pcoclaimed experts \n this area, but a smaller number, of us that have 
spent most of our professional lives "with the troops" and who have been 
a. part of the exciting changes now taking place in credentialing. For 
example, we have seen and participated in the development of the 
National Commission for Health Certifying Agencies, an organization that 
I believe .will ultimately prove to be a key td the future success of" the 
voluntary credentialing programs- in the heslth area and one that has 
education. of leaders of health occupations aq a major goal. 
t\ * » 
Those of us -who believe in credentialing and who are dedicated to 
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the betterment of the system are always available to you as the need 
arises, but like Calandra's student, you must be the masters of your own 
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critical thinking. During these, next few days and in the montha that 
^ follow, I can only encourage you to take heed of what > you have heard; 
cupsider the critical points; try to put ttje pieces together that are 
meaningful to you, in whatever fashion you decide ia mow suitable for 
your organization; and do so in a common-jsense mannei^tjeel free to ask 
questions, talk to us as you need to, thfen collectively and through the 
governance of your association, make your own choices, hopefully in such, 
a manner 'that rapid changbs canjft>e accomplished to meet changing demands 
as they, may occur in your own v situation. We are here to help, to 
advise, but your role is to make the decisions. 

< ■ ' ) ■ 
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j! Perspectives on Role Delineation . s 

Alan C. Henderson, Dr.P.H. 
Director, Role Delineation Project 
National Center for Health Education 
.« San Francisco, California 

/ ' v -■ . * . . ' 

The purpose t of this presentation is to address some of the 
significant festures of the development of the initial role delineation 
> document and ongoing, activities of the Role Delineation Project. As can 
be seen from the other presentations made at this conference, the 
Project shares a bro|d historical bade in professional preparation that 
covers many decades.- In turn,, the Project's activities sre pointed - 
toward developing a consistent arx^ broadly based system for assuring * 
that health educators are in a position to contribute to furthering the 
maintenance and improvement of the health of the public for the immedi- 
ate and long-term future. Credentialing systems 'present difficult 

« 

chsllenges to the profession; yet they can enhance the delivery of 
better jiealth education services to the" publics we serve. 

# * . 

For more than two yesrs, the role of practicing health educstors 
working in community, medical cp*e, school and other settings has come 
under intense scrutiny. Through the Role Delineation Project, cpn- 
aistent with, past efforts, the current investigstion is pointed toward 
systematic strengthening and improvement of the preparation snd prsctice 
of health education specialists. Yet the Role Delineation Project, in 
■its organization and processes, is different from these past attempts* 

For example, support for the current effort is significantly 
different ftom that for psst studies. In this case, the Division of 
Associated Health Professionals, part of the Health Resource Adminis- 
trstion's Bureau of Health Professionals, DHHS, has contracted with the 
National Center for Health Education to conduct the study. The Center, 
a nonprofit educational corporation that evolved from one of the' prin- 
cipal recommendations of President Nixon 1 * Committee on Health Educa- 
tion, functions independently of the professional sssocistions to which 
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health educatora belong. The Division of Associated Health Professions' 
contract sctivities in role delineation studies sre a derivstive of 
Congressionsi legislation that aeeks to assure the public a basic level 
of quality for services rendered by qllied health professions. As a 
consequence, a number of* health professionsls, in vsrious stages of 
professionsi development, hsve undertsken role delinestion studies. As 
pert of the contract reqgirements, it is incumbent upon the contrsctor 
end those directly involved in the Project to include sll fscets of 
professionsi prsctice as psrt tff role delinestion sctivities. Continua- 
tion of Federsl support for esch phsse of the Project is contingent upon 
successful completion of esch contrsct, scceptsnc6 of esch contrsct 1 8 
outcomes by the profession as represented on the Project's Advisory 
Committee, snd ongoing svsilsbility of Fedei*sl funding. 

The Project's Advisory Committee is made up of representatives of 
eight nstionsl heslth educatiofi orgsnizstions plus representstives of 
consumer and employer interests, and of health education in medical care 
settings. The National Task Force members, who initiated the Role 
DelineatiorwProject , serve on the Advisory Committed in their roles as 
representatives of the* professional associations. - Thus thex^ is a broad 
scope of representation of various interests involved in the preparation 
and practice of health educators. * . 

« • 

Another novel aspect of the Role Delineation Project is its con-; 
centration upon the fole'of the entry-leve]j practitioner. , As part of 
the Congressional mandate that resulted in role delineation studies, the 
focus is upon basic levels of quality for services rendered by health 
professionals. Other -professions havfr^estdblished a wide' range of 
methods to ascertain basic or entry level. Among the various criteria 
are most often one or more of the following: educational attainment, a 
period of supervised field experience following*graduation, and examina- 
tions administered to certify or license individual practitioners on a 
voluntary or mandatory basis'. 

. 4 
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Identifying the point of entry into the profession has proVen td be 
among the more .troublesome areas for other professions in different 
ways. For example, the American Physical Therapy Association has called 
for elevating entry level into physical therapy* to the Master's degree 
level by 1990. This has im^icatiorfs not only for current practi- 
tioners, but for stiident/oonsumera, edutjftiopal institutions, employers, 
third«^p*rty payers; and public policy makera." Ultimately, the public 
will bear the brunt of such professional decisions. For healtj> / educa- 
tora, £are must be given bo establishing one or more entry levels for 
the profession. The intitial definition of entry level at the baccalau- 
reate level must be carf fully examined against the' fiel^of practice. 

1 

The focus on entry-level , 'or baaic level, preparation leaves open a 
great many unanswered questions. If we can delineate the role(s) of 
entry-level health educators, what is, the role off an advanced-level 
health educator? What do employers expect of entry-level practitionera? 
Will one role for an entry-level* practitioner be auf ficient to include 
all of the practice settings in which health educators are found? Is 
there only one level of entry into the profession? Are we talking about 
entry as a professional health educator, or ire we talking about entry 
into apecific settings? Answers to, these qupsjtions may be, found in 
8urve^|pg the field of practice, a survey which the National Center for 
Health Education will conduct as a companion to our current role 
delineation activities. 

Another facet of the entry-level question revolves erouqd the 
necessity for supervision. Thoae participating in the initial phase of 
the Project observed that While entry-levil health educators should be 
superviaed, auch is often not the case. Undoubtedly, this situation 
contributes to an erosion of professional identity early in the career 
of any health educator. Reinforcement through peers or colleagues is 
often inadequate or absent. Coupled with an acknowledged deficiency in 
the field of a network of continuing education ^programs , this weakens an 
already ill-defined professional identity for health educators. £ven 
experienced and capable health educators are often repeatedly asked to 
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justify or define health education for their employing organizations. 
How often must the field cyid the profession^be defined and redefined? 
Admittedly,, we are in a rapidly evolving field that is gathering itself 
together," both as a profession and in skills offered, 
i "~ 
In addition to the" funding and organizational Support, focus on 
entry level r and supervision of heafth educators, the basis for the 
development of the initial role difTera^widely from past efforts. A 
cursory review of the .preparation statements developed by the various 
associations reveals that they were developed in a manner that suited 
the purposes of each organization. That is, school health education 
statements on preparation reflected the interests of school health 
educators, and, in a similar fashion, ifrublicor community health 

education statements were prepared to meet the needs of the sponsoring 

> 

organizations. With all of the organizations represented on the 
Project's Advisory Committee and the Federal Government providing fiscal 4 
sponsorship, it became impossible for the initial role specification to 
be couched in a way that reflected a dominance by an^ one association. 

e 

i 

Early in the initial phase, one of the first decisions was to 
attempt ti> describe a common entry-level role for iTll^h^alth education 
practitioners. The decision was based upon a careful analysis of the 
proceedings of the Bethesda Conference (1) that preceded the Project. 
As part of the proceedings, the participants envisioned circles of 
functions that overlapped among School, community, and medical care % 
settings. Ip the Center of the three overlapping circles was a shaded 
area that reflected functions shared by health educators in all three 
j^ork settings. The Project's Working Committee hypothesized that the 
shaded area of common functions was much larger than that depicted. 



Among the difficult taqks in developing a common, or generic, role 
was the selection of terminology that would be commonly accepted and 
understood by health educators in all settings. No such terminology 
existed in the professibn. This had the hazard of potentially rendering 

I 
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the initial role specification meaningless to the constituency for whom 
it was intended. In, spite of the obstacles presented, the initial role 
specification contains language that Was mutally acceptable to those 
involved in the Project irom various preparation, practice, and profes- 
sional association backgrounds?. This was accomplished by using con- 
sensus as the principal decision-making process. ^ » 

As a consequence, production of the initial role specification 
required six meetings or the Project's Working Committee in less than a~ 
year' 8 time. .Much ,of the time spent in meetings was devoted to testing 
propo89d role content not only for its relevance to practice but also 
for acceptability of the terms selected; The result was determined to 
be representative of the field of practice. / 

In addition to the proceedings of the Bethesda Conference, staff 
and the Working Committee based the initial role specification upon a 
wide variety of available resources. First, staff solicited and* 
collected job descriptions from health educators wherever they oould be 
found. Over six hundred were accumulated. Of those, more than three 
hundred were analyzed and compared to the drafts of the role specifica- 
; tiqn in order to inaure comprehensiveness. Thus the perspective of 
employers was irtcluded in the initial role specification. 

i 

Second, professional preparation guidelines from the various pro- 
fessional associations were collected and sprutiniztfd. This assisted in 
selection of both .content and language. Also, the litfrature of health 
education regarding preparation and practice found in journal articles, 
- conference reports, and special publications was used. Thus the 

perspective of the profession was included in development of the initial 
role apecificat ion. v ' * 

Third, mafcy descriptions of professional, preparation wer* gathered 

or made. available during the course of the initial phase of the* Project;. 

''Theate materials, were useful in determining the "fit" of the role, spfcoi- 

* 

fication with th|p*ide variety of professional preparation durricula. 
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Bqar in*mind that there have been more than 270 college and university 
programs of professional preparation identified across the coun^r^y^ As 
has already been noted, without a common focus for preparation, the 
'curricula vary widely. Thu8 the perspective of the profeaaional ^\ 
preparation programs was included aa an additional factor in the course 

of • developing the initial role specification, 

* « ** 

• • . • 

2 Tying thesa perspectives together was the Role Delineation Working 

Committee, jeflecting a diversity in preparation, profeaaional experi- 
Si ence, qnd profeaaional affiliation. In their deliberations, both at 
/ ipee tings and^p between, the colWnittee membera sorted through the 

accOmulatQd material^, made comparisons, -and evaluated the relevance of 
• the collectgd data to t^he task at hand. Diatilling the collected data 

thrpdgh the various perapectivea of the committee membera resulted in 

the development of the initial role specification. 

One other, and significant, deviation of thi8 effort from past 
efforts in health education is the basis upon which the content i8 
developed. While the content come8 from the profession of health educa- 
tion/ the format for the role 8pecification i8 based upon the current 

tept8 of criterion-teferenced te8ting. Aa the other speakers will 
st, a credentialing system for health education ,* or for any other 
profession for that matter, muat be baspd upon the 8kill8 and knowledge 
, .that are indicative of 8ucceaaful, or at least acceptable, performance 
on the Job. Thi8 i8 a 8ignificant departure from traditional cre- 
dentialing practices. In the past, credentialing ^stem^ have relied 
heavily upon the standards of^each profession in question. 

Because of renewed intereat in accountability of the professions 
and other social inatitutions, an examln^fc^on^of the association between 
profeaaional atandarda eappused by professional associations and the 
need for protection of the public has evoked a strong suspicion that a 
significant gap exiata between profeaaional interests and the-need for 
1 protection of the public againat incompetence. Much of the 4 focus of 
this concern is at the level of credentialing mechanisms', most notably 
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licensure among the States. While this appears to be separate from 
professional preparation concerns, experience and the literature point 
to the frequent association of educational attainment and licensure of 
individuals as a continuous process. For example, in medicine ^gradua- 
tion from an accredited school of medicine is a prerequisite for taking * .» 
a licensing examination. 
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A remedy fojr tbe difference between public need and professional 
standards has been found in criterion-referenced tasting. As first 
identified by Glaser in 1963, (2) criterion-referenced testing uses a 
standard of -success based upon objective measures to gauge the capa- 
bilities of particular individuals* This is in contrast to traditional 
testing practices that attempt to determine an individual's status by 
some meadure in relatioh to other individuals. Since 1963, numerous 
technologies have been introduced and refined to more fully develop and 
extend Glaser' 8 original concept. These technologies are rapidly being 
implemented in the professipns and business and industry as well as in 
education. ^ # 

Popham, in his book, Criterion-Referenced Measurement , (3) depicts 
the basis for successful development of any criterion-referenced test as 
an explicit did complete description of behaviors that are essential to 
competent practice for any individual. It is essential, first, to d 
identify the object that is to be tested. In this instance, it is the 
profession of health education. Competencies, in this usage, refers to 
behaviors that have been determined to be essential to acceptable * 
performance of a service to society. Role delineation is the process 
used to determine essential competencies^— which includes the identifica- 
tion of requisite skills and knowledge ., ^ 

• 

The Bureau of Health Professions has developed an outline of the 
credentialing program it sponsors. • There are four phases of the 
process: Phase I— Role Delineation, Phase II— Resources Development, 
Phase III — Examination Development, Phase IV — Examination Administra- 
tdon.(4) For health education, we are currently involved in the first 
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phase. Initial role delineation had been dompleted, and role refinement 
and verification are currently unjter way* Once the' rolp delineation 
n phase is complete, the profession Will be in a position to develop a 

* mechanism to begin the process of developing a comprehensive creden- > 
tialing system for health educators. 

* • 

The first part of role delineation is intended to give a rough 
estimate. of the field of practice for a particular profession. The 
sources cited above for ,the initial effort come from the available 
literature and expertise in the* field. v ^ 

/Ehe second part of role delineation comprises/ a major effort to * 
refine the initial role delineation through tapping the experiences of 
practitioners ir> the field. For health education, this has meant using 
the irtitial role specification as a tool to interview practicing health 
» educators so that revisions can be made to make delineation more 
^parallel to practice. Subsequently, the pevised delineation is being 
used to develop an instrument to be administered by the National Center * 
for Health Education as part of a survey of practitioners. The data 
from practitioners will be used aa^the primary source for restructuring 
the role delineation to reflect the essential major and specific • 
responsibilities of entry-l?vel health educators. Included in the final 
product of the refinement and verification study are the skills and 
knowledge necessary for performing the role. Such skills and knowledge 
#ill be weighted according to their relative importance to practice in 
the various settings in which health educators work. 

\ 

In addition to determining responsibilities and skills and knowl- 
edge, refinement and verification will identify one ot more entry levels 

* to the profession, ascertain the conditions of supervision under which 
health educators work, and determine the existence of a generic, or 
common, role for health educators at the entry lev-el. The final product 
of refinement and vqpificat^Sn will reflect the judgments of experts in 
the field, the ^literature of the profession, the perspective of , 
employers expressed through job /descriptions, interviews with practicing 
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\ health educators, a nption^l survey, national workshops*, rounpf table 
discussions, expressions, from concerned if^Lviduals, and deljj^eratipnd 
by two working; committees and the .Projects Advisory/Cofnm^t««/f 
" • ' ' • ' v-r^V * " 

The'fiflil product will be useful for carrying out s'ubseqjuent^ole * 
. delineation processes in* the other. three phafces. 'Yet the real decisions 
<* gjre left^to the professions Role (Jelineation is designed to 'allow the 
health -education profession to determine whether a twredentialing system 
can be- designed tha£ w is responsive to the needs of the public and useful 
* to employers, public "policy makers, and the profession.' Once refinement 
verification are complete^, the development of e^|ati(^ial resources 
(Credential ing examinations will shift the burden of Msponsibility 
for-<4tev eloping implementation mechanisms from government-sponsored 
activities to the qrganization of the profebeion'tq meet/th^ Require- 
ments of credentialing frdnrpre-^service education tci continuing profea-' % 
sibnal development. . ~ • * * '* * 

r» 4 * * 

£ Following refinement and verification, it is an essential first 
step in basic quality assurance to develop and disseminate cutricular 

N guides to help strengthen professional preparation as a forerunner of , 
all other credentialing mechanisms. If, for example, the profession 
moves toward a certification pnxjrpm (^nerally, a voluntary* effort 
.using national standards in a qualifying examination) \ then it Is 
essential that there be a core of health educators prepared who are k 
eligible to demonstrate Successfully their master of essential skills 
ancfacnowledge. In addition, btheri dev^es, such as self-assessment 
documents and continuing education. materials designed for practitioners 
currently working "in the field, should b.e developed to strengthen 
practice and prdvide. a basis for continuing professional development 
programs'. This will assist £hose in the field to demonstrate sue- 
Cessfully their proficiency in the skills^ and knowledge reflected in the 
certification examination. Also, to carry the example through, such 

J self-assessment mechanisms and continuing competency material^ would 
provide an opportunity to those who come into health Education ftfom 
. alternative routes to develop their health education skills to a level 
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of proficiency consistent with the demands of basic quality aa reflected 
in the certification examination. 
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As a final note, it should* be recognized that rol# delineation 
provides the profession of health education with a process for the 
profession to determine its future. The process is a continuous one. * 
The diffi^Slt ^iret step ia being completed. Improvements can be toade 
djj^ing subsequent phaaes. New theory, discoveries from practice, 
research, demonstration, and the influence of the forcea. governing 
society can be systematically incorporated into the practice and prepa- 
ration of health educators by re tailing. a process -useful to professional 
growth. ' 

As a result | Consumers and employers will be in a better position 
to evaluate the serviced of health educators. ^ Public policy makers will 
be in a position to knowingly allocate limited resources to the pre- 
paration and continuing professional development of health education 
personnel. Third-party payers will be able to establish meaningful 
standards for compensation fo^ health education aervijces, and the 
professional health educator will benefit from having marketable skills 
applicable to a wide variety of settings,- with, a career ladder and a 
sense of professional pride and responsibility. ■ * 

The role of health educators is clear in Objectivea for the Nation . 
But^the time is short. In order *to meet the challenge of effective and 
comprehensive health education in all aspects of society, the profession 
has little time for inaction. The objectives are meant to be attained 
by 1990. Through role delineation 6pd the commitment of dedicated 
profes^prials, v the challenge c ^^^£ et ""»^ 

■ ' . . i •■ 1 • ' ' 
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* Implications of Credentlaling'i 'importance 
for. CommturitvJfeaith Educators 

Raymond W. Carlaw, Dr.P.H. . 
University of Minnesota 

Alfred 4 North Whitehead has said that " [education. is a setting in 
order of a ferment already stirring in the mind." Part of my task this 
morning is to assist in creatingjthis ferment. Perhaps there is a need 
to stand back from the immediate problem of credentialing and to examine 
what is happening within the field of public health and within our own 
profession, and to make some judgments about how we should reset to 
those v situations. There is need to understand our relationships within 
health services and ojur relationship to the social, environmental, and 
^health problems of the nation. « "Within this relationship of health 
education to the .health problems of the (ration, we should find the 
reasons for bur concern with credentialing. # . 

We should heed the advicfc i)f Gordon Allport, who warned of "the 
functional autonomy of motives. M While we may all be deeply concerned 
with the neeid for credentialing, 1 we must keep in mind that credentialing 
is an instrument. We need to be clear as to the purpose of the instru- 
ment, the usefulness of the instrument, and the acceptability of the 
instrument to the profession <of the future. J 

It is a matter of some surprise to find that everyone/is a health 
educator. Those holding M^S.W.s claim to be health efducators; those 
with M.S.8, H.A.s*, M.H.A.8, or*fcJ.P.H.s in planning—all 'claim to be 
health educators; almost without exception psychologists in public 
health claim to be health* educators, whether their backgrounds be in 
plinical or social psychology; and* there is even one woman of my 
acquaintance who 'majored in ^Classical Greek. I wonder, do we have 
a tiger by the tail? 
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As a national group df concerned academics charged with the 
responsibility of providing the compejjjnciea and akilla that define, th^^ 
health education profession/ .we need to define our purpose or goal. 
This seems to be an essential first step in the process of defining 

o 

roles. I would suggest three possible purposes for universities 
offering community health education programs, J 

Some may be concerned with the visibility of health education 
within the service 8tructure of public health without^ particular concern 
for ths methodology or professional role associated with such a service. 
A second possible definition of purpose might be the methodological 
area. Some may be concerned with providing the competencies and skills 
necessary to the efficient and effective health education of the public 
without particular concern for the profese^onal identity of tho8e who 
^provide tlje eduction. A third definition of the purpo8e of an academic 
program in health education is the preparation, of an exclusive group of 
people wit hin t he health sciences known as health educators. Presumably 
there ds a body of knowledge and skills that define the profession/ 
we are to prepare, at the baccalaureate or Master's levelT^ssfLW called 
health educators, what are the essential competencies and skills without 
jgdch a health educator is a charlatan and a quack? This is an 
essential question for* the profession. 

Our professional concern with entry-level preparation has coincided 
with a strong public demand for baccalaureate programs J.n health educa- 
tion. Universities havp responded quickly to this demand, and my mo8t 
recent information indicates at least two hundred university prdgrami 
offering health education at the tindergraduate level. There is no 
accurate figure for the number of people who are granted baccalaureate \ 
degrees in health education each year. My uninformed yggess would be 
2,000. * 



But there is no uoi fortuity in this degree. Some degree of uni- 
formity seems to be important if we a*e to consider certification 'or 
accreditation. Agreement on 8uch uniformity will be difficult. Many 

\ 
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health education faculty have had no formal or informal exposure to the 
theory or practice of health education. Many come with biology, social 
science, or phys i^al education backgrounds ; and it seems difficult, if 
cw>t impossible, to define a common body o r knowledge within a university 
sa ttip q^that ma^y provide a professional base diverse from leadership 
within the university setting 



There is a further question of ' leadership within the programmatic 
area of community health education. For at least a decade there has 
been a large surplus of psychologists in the United States. This 
surplus will be accentuated in the coming decade. Furthermore, health 
manpower projections indicate a surplus of between 60,000 and 9b, 000 
physicians by the year 1990. The impact of this surplus is already 
reflected in the ndnber of physicians who are moving intrf the health 
education field. On the one hand, we have a large group of under- 
graduated with no uniform preparation, .all claiming some skills and 
competencies in health education; and on the other hand, there is a 
large surplus of behavioral scientists and physicians interested in 
accepting leadership posts in health education. Many health education 
projects are directed by non-health educators ar^ are staffed by people 
who wear the label of health education, but^iave few skills and little 
academic training in community health education. Is credentialing going 
to affect this situation? 

The current emphasis on the .entry-level health educator raises 
another question. What is the impact of our cu%ent concern and 
activity on the M.P.H. degree in health education? Th^ S0PHE document 
on guidelines to the preparation and practice of health education 
provides our best current gtfide to standards. Any partial review of 
this document would suggest! that the Master's degree is similar in 
almost every respect to the Bachelor's degree. This is confirmed in the 
role delineation document. There is no clear differentiation of skills, 
only a little more of the same. Particularly in the current era of 
economic stringency, perhaps we, as a profession, are contributing to 
the weakening of the professional category of the M.P»H. by our emphasis 
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calaureate. Is this what we intend? While focusing on the standards 
for entry level,. we isuet remain conscious of the total system snd the 
impact of our efforts within -that system. < 

Health educators have never been more fortunate in the resources 
available to them. The laat decade has qpen the establishment of two 
national off icee, both^of which have, in a short t^ne snd with compara- 
tively slender resources, given. fantastic support to the profession. We 
have a National Center for Health Education, highly active and privately 
funded*. We have a large body of research, growing almost daily, that 
confirms the close associstion between the habita of people £h their 
8ocial and physical environments and the kinds of morbidity and . 
mortality to which they are 8ubject. 

j . ■ 

We have received |in the labt two year8 from the Surgeon General 9 8 
office two volumes thst support the whole concept of health education, 
and I apeak here of two booka, Healthy People and Promoting Health/ 
Preventing Diseape . One calls for a second revolution in public health 
and provides fessible targets with particular amphssis on behaviorist 
aspects of health. Implicit in thia publication ia a challenge to 
health educators to provide leadership in thia revolution toward new 
levela of health and a better quality of life. The aecond publication 
tjoea a long way toward laying out a health policy for the nation and 
emphasizes in this policy atatament the concepts or health education and 
health promotion* 

• / 
In the last *year Larry Green and Helen Roaa, with their co-authors, 

have provided ua with two auperb textbooks, thus offering the possi- 
bility of uniformity in teaching health 7 edUcstion. The* National Center 
for Health Services Research recently baa issued RFPs on heslth promo- 
tion and disease prevention for the aecond time in less than aix month8. 
We have nevfcr had it so good. 
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Furthermore, and most important, the concept of health promotion 
hajl been separated from that of medical care by the Federal Government, 
and has thereby* provided us with a firm professional platform, tye have 
developed^ our guidelines, and the role delineation study is complete. 
These are big steps. But we are still a long way from professional ( 
monitoring. 

In conclusion, I would like to bring up two further issues that 
have serious implications for community health education. \^ 

The first of these is constituency building. Ray Salman has. told 
gs to get^out there and educate our public/ While on? or two of our 
members have outstanding records in building constituencies in the 
states, or at the national level, most of us have been content to be 
bureaucrats and to neglect or even avoid the task of constituency 

jilding. In our current cultural and political climate, we neglect 
lonstituency building at great risk. We must work to develop networks 
irK^ur states snjJ at the national level that provide visibility along 
witn political and professional support. This seems^&sential to 
crectentialing and to*a professional # identity. 



My concluding point, one that supersedes all points I have tried to 
make, is the need for solidarity, to use a current term. Many profes- c 
sions in t^heir adolesfcent stages go through fragmentation. This is but 
a reflection of diverse viewpoints and areas of specialization. In 
health education ape passing from adolescence to maturity. We now 
require specialization, without fragmentation. We have at least six 
different organizations, each defending its Qpn turf and claiming its . 
own exoRisiveness. Professionally this is suicidal. For too long the 
rift between school health educators and community health educators ha* 
been seen as a chasm^ whereas in^eality, it is little more than a ditch % 

There is need for school health educators to extend their vision 
beyond the classroom to include the whole school ayatbm of teachers, 
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adairvistritors, and p^ent groups. There is a concurrent need for the 
community health educator to recognize the strength pf the school health 
educator andjthf powerful intervention modality that the pchool repre- 
aentp in our society. The situation does not call frfr a strengthening 
of coalitions but rather the abolition of petty fiefdoms and a consoli- 
dation of the profession into one professional organization. Special- 
ization is essential and must take place, but ipust be built on s uniform 
body of knowledge, as in law or medicine. .\ 

» ' I* 

Jk % 

In summary, can we define for ourselves a sense of our goals in 
professional preparationf t-/ Kre we building on, a philosophy of human 
relationships, or are we looking for a set of competencies? Are we 
working toward the strengthening o£.the "open society* 1 , concept of the 
independence and interdependence of people within their families and 
within their communities? Can we develop a consensus about the * 
philosophy-, competencies and skills that are the strength and distin- 
guishing features of those who are proud to be called health educators? 




Concerns About Credenttaling Health Educators in Medical Care 

Carol N. D'Onofrio, Dr.P.H., and Laura Keranen, M.P.H. ' 
School of Public Health 
' University of California at Berkeley 

/ ^ • - - 

Certain characteristics of the medical care system profoundly 
affect criteria and prospects for credentialing, health educators 1r this 
practice setting. To stimulate identification and discussion of che 
issues, this tfief paper points opt some "salient featured of medical 
care itj^xists in the JU.S.^ today and raises some related concerns for 
standards of professional preparation and practice. 

1. The public, health cae providers, and polity-makers are 
attributing increased important to health education in m&ical care, 
but the £gagong for this heightened interest differ . Consumers dis- 
enchanted with the existing system and newly conscious of their-rights 

.want straig&forward information on their health status, their needs for 

medical -care, the competencies of providers, and the 'risks and benefits 

ft 

of alternative courses of treatment. Providers are concerned about 
improving patient compliance with medical advice, lad well as with con- 
serving physician time. Institutions look to education as a new source 
of revenue in times of economic stringency /and also as a marketing 
device to assure high hospital bed occupancy rates. Legislators and 
insurance companies expect health education to help control health care 
costs. The anticipated outcomes of education in medical care therefore 
vaty,, and are nqt always compatible with goals* of informed decision-: 
making. Is credentialing-to be concerned only with the effective 
performance of educational functions regardless of goals, or should the 
ends 'as well as the means of practice be considered? Whom shall 
education serve? What group? should it empower'! 

2. Medical care is organized to expedite the delivery oNpedical 
care, not education . "Decision-making hierarchies, formal and informal 
lines of communication, leadership patterns; power relationships, work 
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priorities, buildings and architecture, and even the language of medical 
care are structured to facilitate the hands-on care of patients. The 
pljanning, organization, snd delivery of efifective educational programs 
therefore must take place in an environment laden with social and 
structural obstacles. Not the least of these "is the problem of reaching 
agreement on the nature of educational content, for-jaaattf?l of informa- 
tion is a major mechanism of social control in medical care institu- 
tions. To operate, effectively in this milieu, the health educator must 
be able to assess the dynamics of complex and interacting systems, to 
gain acceptance and credibility in an alien culture, and to effect 
planned change, not only in individuals, but in organizations. Survival 
skills are prerequisite. While the»generic role delineated for the 
health educator may fafe necessary, it is unlikely to be sufficient. 
What, then, is the appropriate preparation and entry level for health 
educators working in medical care? ' ( 

>. Physicians, nurses, and othei* health professionals Regard 
Health education as thej,r responsibility . Although this has bfeen tradi- 
tionally so, new emphasis on the importance of health education has led 
to new interest — and territoriality — on the part of variou8 health pro- 
fessionals. /Many physicians resist the provision of patient, education 
by others on the grounds that only the doctor has full knowledge of the 
patient' 8 case, that the doctor is held legally Responsible for patient 
care, and that the involvement 6f others in education interfered with 
the doctor-patient relationship. Nurses, exerting their independence 
and expanding their own professional identity, claim that education is 
an integral part of quality nursing care. ' Dietitians-social worker8, 
pharmacists, the clergy, and a host of other professionals similarly are 
specifying their particular educational role8 and re8pon8ibilitie8 in' 
medical care, some with a good deal of sophistication. Related training 
program8 an<J research project8, although variable in quality, not only 
vi8ibly stake out turf but often contribute to 8trengthening educational 
practice. On what basis, then, can health educator claim that their 
skills and knowledge are unique? flather than try to establish profes- 
sional boundaries, shouldn't our stance foster interdisciplinary . 
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corporation and educational resource development? Isn't this politi- 
cal y the only viable alternative? And isn't such sharing the essence, 
of education? , 

4. Massive social forces are converging*^ create enormoufe pres- 
sures for change in medical care . The decrease in infectious diseases 
and the increased prevalence >pf the v chronic diseases, concomitant with 
changes in the age structure of the population, have altered needs and 
demands for medical care, as well as patterns of health care , delivery. 
The technological explosion has expanded greatly £he repertoire of 
medical interventions, leading to increased medical specialization, the . 
mushrooming development of new health professionals, the uncontrolled 
growt^of the h^lth care industry, maldistribution of resources, and 
escalating health care costs. Business and industry, pressured by 
worker illness, rising insurance £t^ts, anlK^educted profit margins, are 
organizing their own health programs and renegotiating relationships 
with .medical care institutions. At < the same time, the women's movement 
and increased consumer attention to-equal access, quality care, and 
informed consent have thrust decisions about medical care into the ( 
political arena, as well as the legal/ judicial system. ^Society's 
efforts to cope with these problems have resulted in a labyrinth of 
regulations, new forms of health care organization* and new financing 
mechanisms. None of these "solutions" has yet achieved ootable success, 
but all have contributed to the intensity and turmoil of change. 

Hospitals and other medical care facilities therefor! are caught in 
anenormous etanomic^ and political struggle involving many sectors of 
society. The stakes are high and vested interests are strong, 
reault of particular relevance to the development and implementation of 
starlHaids for health education specialists has beeft the declaration of a 
moratorium on the licensing of nontraditional health workers.. Is cre- 
dentialing of health educators in medical care feasible in this maelstrom 
of events? How can meaningful standards of professional practice be set 
when there is so much instability in the system? Will medical care 
institutions tolerate only the performance of those educational func- 
tions that preserve the status quo? * And is "playing it safe" to protect 
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the availability of jobs in medical care mere important to health 
educators than the challenge of applying education to help resolve 
fundamental difficurtiwSL(T^the relationship between j^Dle and their 
health care institutions?, f ' 



The complexity and magnitude of these issues indicate that achiev- 
ing quality health education practice in medical care settings is a 
formidable task. Standards unquestionably are needed when ; the well- 
being of patients—and sometimes even their lives— depend on educational 
effectiveness. Alato necessitating the development of meaningful guides 
to professional practice are expectations held by various powerful 
segments of our society about the contributions health education can 
make toward alleviating major medical care problems and the^ desire of ' 
health education specialists to-perform constructively in this important 
arena of change. • „ ' 

V 

While the need for standards therefore is not disputed, questions 
arise about how standards best can be set. The delineation of a generic 
health education role accompanied by related curriculum development and 
credentialing efforts represents one approach. Nevertheless, before 
investing substantial professional resources in this endeavor, potential 
payoffs must be carefully weighed against those likely to be attained 
% through alternative uses of limited time and energy. , 

In our considered view, professional standards must be derived from 
a thorough analysis of the educational needs of particular population 
groups combined with an assessment of the opportunities, cogstraints, 
and resources that shape health education practice in particular insti- 
tutional contexts,' The identification of functions common to all health 
educators working in all practice settings draws attention away from • 
oritical differences that cannot be ignored in determining the nature of 
^quality health education performance. Diluted generalizations provide 
little guidance either for practitioners for institutions preparing 
health educators to work in the reaiy world of people, problems, and 
organizations. 



Approaching standard-setting through) the definition of a generic 
health educator role also neglects realities of how standards become 
accepted and implemented. A close apprsiaal of current accrediting 
mechanisms and those likely to ^be operative during the next decade 
offers little hope that standards for the professional preparation of 
health educatorV can be applied effectively through this channel*. t 
Prospects for enforcing health education standards in the field are 
likewise extremely dim except as institutions and agenoies voluntarily 
set criteria for hiring and job performance. \\ 
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Health education theory and practical experience provide simple 
evidence that those who are expected to' act voluntarily must be involved 
bpth in analyzing the problem and in developing an scceptpfefo solution. 
.Nevertheless , by drawing together health educators from many streams \of 
prSctifc'e to'define their common functions, the Role Delineation Project 
excludes organizational decision-makers and special interest groups frc 
active participation in the standard-setting process. Both for this 
reason and because^e generic role cannot reflect* adaptation to the 
unique concerns and characteristics of specialized realms of practice, 
the standards developed by health edjicators acting ecumenically with 
each other, but in isolation from other sectors of society, are likely 
to find minimal acceptance and probably considerable resistance among 
those with standard-setting powers in medical care. 

The Role delineation Project rests upon the premise that the 
derfirfition of common health education functions and a generic role will 
urtify health educators worki/ig in schools with those working in other 
institutions and communities. Such unification, in turn, is considered 
important in increasing societal support for professional health educa- 
tion preparation and practice. In response to this argument, we 
suggest, first, that societal support for any profession is merited and 
won only to the extent that this profession demonstrates particular 
abilities to impact on significant societal problem^ Second, while we 
agree that professional unification is important in obtaining greater 
societal support, we point out that role delineation ie only one 
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approach through which unification can be accomplished #> As indicated 
previously, the definition of a generic' role directs attention away from 
the, critical health problems that should be the focus of professional 
health education practice, becausfe these problems differ in different , 
practice settings. Moreover, role delineation ^eads health educators to 
devot^heir time and energy to* internal professional concerns at the 
v expense of their active involvement on the front lines of stt*ck against 
society's ills. Neither .society's problems nor organized efforts to 
control them will wait unchanged while heslth educators encapsulate 
themselves in a professional vacuum to define their common role. 

These cqnsiderations lead us to conclude thst our professional 
identity will best be forged and ou* professional practice adVanced as 
we consolidate our resources to confront the major health problems ^ s 
plaguing society today and emerging to plague us tomorrow. Our roles 
will necessarily vary as we work from different bases to address # 
different health needs in different population groups. Our unity 
therefore will not be found in role performance, but rather irr*eur 
combined efforts to address massive social tasks, our philosophy, our 
values, and our commitment to achieving s healthier society through 
education. Medical care is one crucible in which societal change is 
occurring and in which we must gqt on with the job as prtrt of a larger 
systems approach. * m 
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Credentialing: Implications for (School) Health Education 

V Marian V: Hamburg, Ed.D. J 

' Professor and Chairperson, Department of Health Education 

New York University 



My assignment is to present to you the concerns about credentialing 
from the perspective of school health educators. For me, the hardest 
part of this task is to view health education as separate programs for 
different settings, I think pf myself as a health jjflucator— not a 
school, community, or medical care educator. Nonetheless, for the 
purposes of this panel,' I have tried to IRlmit my remarks to the special 
concerns of health educators who vlbrk ip- school settings. 



/ 



Hit may well be that credentialing raises fewer concerns for the 
rofeasional preparation of health educators in schools than it does for 
thesitofessional preparation of health educators for work in other com- 
munity settings, including medical care. This is because there is a 
history of credentialing for elementary and secondary school teachers, 
who constitute the great majority of^those intending to practice health 
•education in a school setting. The traditional credentialing includes 
institutional accreditstiorft curriculum approval, program registration, 
and the licensing and certification of graduates. 

For example, the institution providing the professional preparation 
may be accredited by the National Council for the Accreditation of 
' Teacher Education (NCATE). 

The Health Education curriculum itself may be reviewed and appr 
by a State education authority. Traditionally, programs must be 
registered with the State education aijthority. 

The successful graduates of such program's are eligible for 
lifcenqing as teachers and also for certification/as health education 
specialists, in states where 6uch certification exists. 
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Though thfere may be weaknesses in the processes for detesmining the 
f extent to which stapdards have be$nj|pt, there is no lack* of, creden- . • 
tialing# There are nonetheless some real concerns relating to cred?n- 
tialing foe health education programs leading to professional practice 
in school aettinga. I will adcjpess myself 'to-three* of these. 

/ \ 

1. The Lack of uniform national credentialinq for health, 
education » . 

The" type of accreditation provided by NCATE is f institutional in nature. 
A participating university or college is reviewed and rated un terms, of 
8choolwide standards and may receive institutional accreditation. How- 
8 ever, there are no standards specific to hfealth education. Professional 
preparation programs in health education may receive a cursory or a 
careful review by site visitors who may have minimal, or extensive 
knowledge of the field. Accreditation by NCATE is therefore not evi- 
dence of an institution's meeting of standards that are specific to the 
field of health education. (This situation is similar to the school- 
wide, rather than programmatic, reviews of schools of public health by 
the Council on Edipation for Public Health.) 
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There is a lack of uniformity in the way school health educators 
are prepared actoB^Jtl/xe country. Universities develop their own J 
program, which differ considerably. This same lack of uniformity 
allies to the standards and approval procedures applied by State 
education authorities, who have the legal responsibility for educatiory' 
Becluse the authority lies with State and not with Federal Government, 
there could be 50 different curricula for preparing school personnel fop 
fiealt^ducation functions • 




In fact, the wide variations of State* requirements for professional 
programs have resulted in differences in range and depth of subjects 
studied, duration of the curriculum, nature and amount of field work, p 
minimum fcompetency, expectations, and the qualifications 6f faculty 
leadership. No only do the existing standards vary, but so does the 
monitoring process. Standards on paper are not necessarily those in 
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practice. Professional preparation of school* health educators in the 
United States is not one, but npny things. Though Variation is not in 
itself 9 weakness, there is concern that healtli education ^leaders have 
the skills and Knowledge to make maximum contribution to the education 
of the ultimate consumers: children and youth in schools and their 
families. At least minimum standards' should exist in all states, /find 
health educators should be able to have credentials that will enable 
Ufem to practice in any of the states of the nation, a situation that 
does not exist at present .\ \ * ' 

2* The lack of uniformity in the basic professional preparation* of 
entry level health educators, regardless of the settings in 
which they are preparing^^ work . 

At pfesent there is a proliferation of institutions of higher education 
providing entry-level (whatever that is) preparation of health educa- 
tors. Currently, approximately 108 institutions, offer baccalaureate 
preparation, and approximately 80 offer Master's programs. Tradi- 
tionally, students preparing for teaching or other educational work in 
school settings have studied in schools or colleges of education. 

Those preparing for health education in non-school settings have 
studied dn schools of public health. Often there vis little communica- 
tion or collaboration among these units, e^en where they exist on the 
same campus.* And, although there has been a growing agreement within 
the profession that there is a common core of knowledge and skills 
needed by any 1<ind of health edcuator, the preparation continues to be 
separated, for the most part. This ha? created some" obvious problems: 

• A lack of uniform standards, uniformly applied; 

• A lack of appreciation of the health education profession as a 
single profession, not several; ■ 

• The limitation of communication and collaboration among the 
different health education specialists during their training for 
a field that requires cooperative efforts; 

• The misunderstanding on the part of the public, including 
employers, of what health educators are prepared to do. 

V 
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The often competing professional preparation programs, professional 
'health education organizations, and^ even government departments and 
bureaus have contributed to the lrfck-of professional growth of the 
field. There is no single voice for the* field, and there ndeds to be. 

Because schools are part of the community, and school personnel 
usually view themselves as school/ community professionals, it har been a 
natural occurrence for health educators prepared primarily for Reaching 
positions to move into community (non-school-centered) health education 
jobs, either out of choice or out of a lack of teaching opportunities. 
Since there is^no license or other special credential needed, this has 
been an easy transition. On the other hand," the movement by community 
health educators into school positions, especially teaching, is not as 
easy because there are licensing and sometimes certification 
requirements. 

3. The need for one basic curriculum to meet the entry-level 

credentials for fcchpol/community health educators . < 

For the professional preparation faculty, the challenge i& to provide an 
entry-level curriculum that prepares students for more than one setting. 
A few such curricula exist. Also, some institutions encoyrsge the 
individual tailoring of professional preparation programs to permit 
'students simultaneously to earn the community public health education 
credential and to fulfill qualifications for teaching health education. 
As the need for trained health educators iq^ medical care settings 
expands and the standards for such specialization are defined and 
applied, there will be further concerns about proliferation of training. 

Concluding comments ! 

In a very practical sense, my everyday on-the-job concerns about 
professional preparation of school health educators and community health 
educators, as well as several kinds of specialist (sex educates, 
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alcohol specialists, environmentalists), force m6 to deal with such 

i88U68 88: % 

¥ r * 

. a. Explaining to administrators what health pdju6ation is (and is 
- • not) and why they should eupport morally and financially the 
several curriccil|, the require^ State approvals* and several 
I accreditation protJea^jes'. * 

b. Dealing with several different accreditation groups; providing 
the faculty time for self-study, «site visits, and follow-up, 
the extra secretarial time and patience; budgeting for ever- 
increasing annual fees pnd the special Costs of the review 
process; and when it is- all over, wondering whether accredita- 
tion is worth the effort* 

c. Advising health, education students and potential students 6bout 
their choice of university, their' chfiice of spe6ialization, and 

. their probability of employment in the area or areas they 
choose. Explaining accreditation and certification and their 
relationship to employment. * * 

* * * * 

d. Teaching about the profession to students in training ;^inter*- 
preting the credentialing situation; and encouraging acceptance 
of the need for uniform standards, uniformly applied by quali- 

» fied professionals. Encouraging a broa^J view of the field* 

e. Determining in which professional health education organization 
to be most active during a given year; paying the dues of too 
many; and wishing our profession had a single "voice." 

* f . , Intepreting the field to outsiders. Even health-related pro- 

fessionals do not understand j*hat it is and what health 
* educators do. 



Searching, $s .an individual professional ahd as a member of a 
health education faculty, for a solution to the problem of 
defining aqross-the-boafd standards that will njake it possible 
for health educators tb be able to fulfill the potential .of 
helping people at any age — in any setting — live healthier 
lives. 



Will credentialing make a difference? Will it really have a 
positive effect on the achievement of our nation's health goals? Will 



( 



it protect the public?- That, of couree, must be the ultipete concern. 
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Credential ing: Implications for Institutions and Programs \ 

Lee Holder, Ph.D. 
Dean, College of Community and Allied Health Professions 
The University of Tennessee Center for the Health Sciences 



Background and Definitions ^ . j 

Most people agree that per8orinel c^edentialing has a basic purpose 
of consumer protection. By licensing, certifying, or registering \ 
personnel, the public can recognize practitioners who have met certain 
educational and professional standards and are presumed to be competent 
to deliver services. According to "the National Coimnission for Health 
Certifying Agencies (NCHCA) f more then^lOO health fields are regulated 
or seeking regulation by some sort ^f-credentialing mechanism rfr) 

If we ate to consider credentialing and its impact on educational 
institutions and programs, we. must consider it in relation to a number 
of quality control mechanisms that, together, make a significant impact. 
Four basic categories of activity dbsigned to insure quality of 
educational programs^ and professional practice are: 

• Accreditation of educational programs 

• Credentisling of personnel — through licensure, , ' 
certification, or registration 

• Peer review of performance ' . 

• Continuing education. 

1. /irst, let us look at accreditation . Accreditation is "the" 
procesa#by which an/agency or organization evaluates and recognizes a 
program of study ofr an institution as meeting certain predetermined 
standards.... Accreditation is usually given by a. private organization 
created for th^Tpurpbse of assuring the public flf the quality of the 
accredited (such as the Joint .Commission on Accreditation of 
Hospitals). ..."(2) 
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The impact of accreditation on educational programs is quite 
direct. Accreditation provides peer review of and influence on what 
should be in the program — its curriculum content and sequence , 
qualification of. faculty, availability 'of facilities and resources, 
educational support services, and the like* * For each program * 
"essentials" (or minimum standards ) j *btb* developed; faculty assess their 
own programs in light of the essentials, using a self-study^ process; 
<paer8 from similar programs and institutions conduct site visits and 
evaluations, based on standards contained in the essentials* Gr t aduatioi 
from an accredited educational program is normally a prerequisite for 
eligibility to take a credentialing exam and thereby enter into 
practice. 

m 

2. Credentialing of personnel is "the recognition of professional 
or technical competence* The cretientialing process may include 
registration, certification, licensure, professional association 
membership or the award of a degree in the field. .. .Credentialing also 
determines the quality of personnel by providing standards for evalu- 
ating competence, and defining the scope and function^ in how personnel 
may be used. "(3) & 

a. Licensure is "permission granted to an individual or 
organization by competent authority, usually public, to engage in the 
practice, occupation activity otherwise unlawful ... ."(4) „ licensing 
is the most restrictive form of occupational regulation because it 
prohibits anyorje from engaging in activities covered by the scope of 
practice without permission from a government agency. There are a 
number of health occupations and* professions covered by licensing Jaws 
in one or more states — including audiologists/speech pathologists, 
chiropractors, clinical laboratory personnel, dental hygienists, 
dentists, dietitians, emergency medical technicians, medical tech- 
nologists, licensed practical nurses, registered professional nurses, 
nursing homr administrators, occupational therapists, optometrists, 
pharmacists, physical therapists, physicians, psychologists, radiologic 
technologist, respiratory therapists, sanitarj.aflV^&ocial worker^, 
veterinarian^, and others. > ^ r 
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b. Certification is *"the process by which a governmental or 
nongovernmental agency or association evaluates and recognizes an 
individual, institution, ^or educational program as meeting predetermined 
standards. Essentially it is synonymous with accreditation, except that 
certification is usually applied to individuals and accreditation to 
institutions. Certification programs ate generally nongovernmental and 
do not "'exclude the uncertified from practice, as do licensure pro- 
grams.... "(5) £iimberg, in a recent paper on "National Developments in 
Health Occupations Credentialin^," explains both governmental and volun- 
tary certification processes. He points out, "For example, in many 
states anyone may practice accounting, but .only those who have met State 
atandards may call themselves 'Certified Public Accountants. • Unlike 
licensing, the law does not^rohibit non-certified individuals from 
engaging in apecifi^d activities; however, it does prohibit themfrom 
using a given title or from holding themselves Out to the public as 
being 'certified. ' "(6) 

• *r * 

One interpretation of the difference between licensure and certifi- 
cation is that licensing is concerned primarily with safe/unsafe prac- 
tices, whereas certification deals with differentiating the excellent 
from the good. In voluntary, i.e., nongovernmental, certification, many 
professional and trade groups grant recognition to individuals who have 
attained certain entry levels or are qualified in special areas of prac- 
tice or have superior competence in given occupations. v Shimberg pqint&' 
out that while all physicians must be licensed by the State before they 
can practice, those who meet standards set by nongovernmental certifica- 
tion agencies may be recognized for their competence in various fields 
of specialization. Hence, various specialties of medicine have their 
specialty boards, which ^voluntarily certify physicians who paas examina- 
tions and meet other requirements, %t present there are 23 medidfc^ 
apecialty boards, none of which are based on any law. They represent *e 
voluntary erffort on the part of occupational, grpups to grant recognition 
to those who have achieved a required degree of knowledge -and skill in a 
given field. (7) 
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c. The third form of cred^ntialing :is registration . It is* 
M the process by which qualified individuals are listed on an official 
roster maintained by a governmental or nongovernmental agency. 
Standards for registration may include such things as successful 
completion of. a written examination given by -the registry, membership in 
the professional association maintaining the*registry f and education and 
experience such as graduation from an approved program oV equivalent 
experience. . . ."(8) Registration is used in Situations wheke Xhe threat, 
to public health safety or welfare is minimal. ItJ should be noted that 
although some disciplines are called "registered, " as in Registered 
Nurse, they are, in fact, licensed. ^ 

\ ■ • . 

Any group can set up a certification process and set standards in 
the non-governmental sector. In fact, there-'-ere so many certifying 
bodies in the "health care occupations and professions that recently 
(1976) the National Commission for Health Certifying Agencies (NCHCA) 
was organized to develop standards for recogOition of health certifying ■ 
agencies — in other words ,^ to "accredit" the certifying agencies. 
According to the NCHCA, there are more than 100 health, certifying 
agencies. Currently, approximately 45 different occupations in the 
health field are regulated, 14 of them in all states. (9) 

3. Peer review is a third quality assurance mechanism, pri- 
marily utilized in the medical sector at the present time. Public Law 
92-603 authorized development of Professional Standards Review Organi- 
zations (^SRO) primarily for reviewing Vitilization of certain government 
medical care programs such as Medicare, Medicaid, and child health 
services. At present, peer review of professional performance is not 
widely utilized by allied health disciplines*- but is being studied for 
applicability as a quality controT mechanism i for ^future Utilization. 

m 

4. The fourth quality assurance mechanism is continuing 
education . Continuing education is often tifed in with continued certi- 
fication to assure additional study toward updating competence and pro- 
ficiency. Many of our professional disciplines are beginning to mandate 
continuing education for continued recognition and recertification. 
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Several groups , such as medical record administrators and dietitians, . 
mandate specific clock-hour requirements of continuing education over a 
period of time. Failure to maintain these requirements results in Totf?' 
of certification. 

Unfortunately', the groups mjpdating continuing education often 
cannot specify continuing education for what. Ideally, one should know 
the level of knowledge, skills, and behaviors demanded by advancing, 
technologies and practice and should base continuing education (or any 
other learning mechanism) on making up the difference between the "is" 
and the "ought." Until we tie continuing education with specific 
knowledge and skills required of the professipn, we are likely to be — 
Spinning our wheels in that continuing education offerings may not be 
.related to specific advanced knowledge, skills, and competencies 
required. What good, for example, is a continuing education course in 
Financial Management for the physician? It may be good for him or her 
as an individual but does not extend his or her skills as a 



practitioner. 



But the fact that our state of the art in .coninuing education is 
imperfect shoulcJ not negate our recognition of continuing education as 
an attempt at quality control and continued competence. 

Processes and Issues 

Let us gd back and examine the process of developing credentialing 
standards and procedures. First, we must start with a baseline of 
knowledge, skills, and behaviors or competencies necessary in order to 
practice the discipline (i.e., minimum standards for getting the job 
done effectively). Second, these standards must be translated into 
reliable and valid tests that can evaluate the extent to whiah th$ 
individual measures up to these standards. Third, a system should be 
developed of recognition of the individual who measure^np to the 
standards of excellence of the discipline. 



There are several issues in credentialing. One of the weaknesses 
of voluntary certification is the absence pf standards. Any group 
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wishing to establish its own certifying agency is free to do so. Often 
in the past, as a group moved toward professionalism, it would organize 
a national association, whicn would then set up an accreditation organi- 
zation for prbgram accreditation and a credentialing organization for 1 
individual recognition. Usually these organizations would be part of, 
or closely related to /the professipnal association, a situation leading 
to claims of conflict of interest. For example, until a few years ago 
thel American Speech, Language, and Hearing Association mandated member- 
ship in their professional organization as a precondition for eligi- 
bility to sit for the certifying exam. This was ultimately challenged 
in court^ and the court ruled against the Association, so that member- 
ship in the Association is no longer related to the certification r 
process. 

V 

Recentfy the Federal Trade Commission (FTC) and others have been 
accusing some of the health professions of being sc^ self-interested that 
the.y~are fostering restraint of trade. We realize the same mechanisms 
that are designed to assure quality of care can also be used to control 
nambers of people in the profession, restrict competition, and have 
certain economic spin-offs. Recently FTC challenged the dental profes- 
sion about whether or not dentists are restricting trade in controlling 
the practice of dental hygienists through dental practice acts in each 
state. This issue, therefore, involves the legitimacy and the public 
interest of the credentialing agency. Is it in the public interest to 
have a special interest group be its own judge and jury? Generally the 
professions say "yes" because they believe that nobody else is capable - 
of judging their competence. Others, however, are focusing on alleged 
conflict of interest. 

Another issue relates to prerequisites for taking credentialing 
examinations ^ Eligibility to take credentialing examinations in most 
health professions normally excludes those who did not graduate, from „ 
programs accredited by the recognized national accrediting agency. This 
raises the issue about learning that takes place in nontraditional 
settings — on the job, sejf-learning, military programs that do not meet 
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civilian accreditation standards, and the like. In addition, there are 
conflicts among organisations about claims to accredit programs, as has 
b$en exhibited by \the conflict between the'Americqp Physical Therapy 
Association and th? Committee on 'Allied Health Evaluation and Accredita- 
tion (CAHEA). Both organizations seek to be the recognized national 
accrediting body. Consequently, some of us have physical therapy educa- 
tiqnal programs accredited by both groups, pending resolution of the 
conflict. ~~ 

i 

• ■ 

Implications for Programs 

What does all this have to do with implications of credentialing 
for institutions and programs? Credentialing has a direct impact on 
practitioners and the occupations or professions in that it influences 
their ability to practice as individuals. Educational institutions 
judge programs to a certain extent on how well their graduates perform 
on the credentialing examinations. , We dBh compare our performance with 
other, similar schools and programs in terms of the percentage of 
candidates passing on the first attempt or on examination scores. 
Usually, if a graduate fails, we can -identify areas of weakness and 
examine our curricula and instruction in those areas. Indeed, one of 
our own college objectives is that all our gra&uates pass the particular 
credentialing exams on the first attempt. A second objective is that 

4 

pur graduates will exceed national and regional averages on credential- 
ing examinations. 

j 

Feedback fjtfh credentialing examination "results represents one kind 
of external evaluation. It lets us know how our students perform as 
compared with students from other programs. Whereas accreditation 
provides prospective evaluation focusing on process, credentialing 
examination results provide retrospective feedback on the product. 

My major observation, however, is that one must consider accredita- 
tion, certification, and other quality assurance mechanisms together. * 
They influence one another; hence, they influence educational programs 
collectively. I would like to mention, however, that accrediting- and 
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credentialing standards represent minimum acceptable sta^^dsj 
educational programs strive to achieve much more than minimums. 

Health sciences may be ^unique in the rapidity of technical change * 
and its impact on manpower requirements and needs. For each new tech- 
nique comes a -new specialty — for "example, with rapid developments in 
ultrasound, we how have a relatively new discipline called "diagnostic 
medical sonography." The jnew group is working with the Committee on 
Allied Health EtfSEuation and Accreditation (CAHEA) to develop essentials 
for accrediting programs. With that 'as a newly recognized discipline 
.and with "essentials" for accreditation, credentialing procedures will 
follpw for individual recognition. All these events will influence|£he 
eventual curriculum design of programs to prepare the sonographers. 



Implications for Health Education 

f^How.does health education fit into this kind of schema? Assuming 
you want to recognize those health educators Who are appropriately 
prepared and jneet certain standards of excellence, then you may wish to 
develop a credentialing process. With the current state of the art, I 
argue against licensure as a form of credentialing for health 
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educators. I would recommend that you avoid the restrictions of 
licensure in that licensure would exclude th pee who are not licensed 
from practicing the discipline — and that would be quite impossible if 
we tried to exclude the many people who are working in some aspect of 
health education. I would argue for a voluntary system of certification 
for health educators — recognizing those who meet certain defined educa-* 
tional standards, knowledge, skills, and competencies — but not pre- 
cluding others from practicing (see the analogy to Certified Public 
Accountants, mentioned previously). Such a system would guide potential 
employers to choose preferentially one who is recognized by the 
professional "seal of approval." 

The National Center for Health Education; through its Rol'e 
Delineatipn Project, has mad! a good start by identifying %Ue skills, 
knowledges, and behaviors expected, of a health educator. ■ This Could be 
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the framework fo* sitting the standards that stress excellence /and 
developing the measures to evaluate those wishing to demonstrate their „ 
excellence via the ceAifiqption process. 

Failure to meet standards Would nt>t necessarily deprive individuals 
of the opportunity to work,. but' it flight prevent such individuals from 
getting the be$t jobs, this, then, would prbvide an incentive for 
practitioners to seek additional education, training, Or experience irr 
ortfer to meet the group's certification requirements. It also would 
help employers to evaluate an applicant's credentials. ThereT are 
possible • future implications toward aAjuin$vfor third-party payrhent for 
services rendered— assuring tlie third-party payer*that a qualified 
individual (i.e., certified) rendered the services. 

1' ^ ' 

As pointed out in. the National Commission for Health Certifying 
Agency repoyty the challenge will be Co design appropriate test instru- 
ments that effectively measure skills, knowledge, and professional 
attributes deemed essential for competent practice. In some creden- 
tialing exams, individuals have challenged the validity of tests on the 
basis of a lack of job relatedness.(lO) There is another problem in 
defining the domains of the subject to be assessed in implementing 
appropriate* test mechanisms. 

Usually, cr^dentialing exams are written (paper and pencil) to 
reflect measures or levels of academic performance, and usually, these 
e*ams are process-oriented rather" than outcome-oriented and* normally do 
not wraa8ur'e ^u gh attributes as interpersonal effectiveness or motivation* 

In some case^y. practical examinations are given; an example is 
dental hygiene arnHlentistry, where the graduates perform clinical 
procedures and are evaluated by experts < The problem with practical 
examinations ie t^at of cost and difficulty in administering the 
examinations. • ^ , 

, Neecfcd also are equivalency and proficiency examinations that 
measure the ability feb do the job (proficiency) and measure learning ^ 
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3^bfltjjfl* emanated from nonformal educational programs (equivalency). 

example of the^need for thia ia placing graduatea of military educa- - 
tional^program^lnto civilian programs or teating them for certification 

in the civilian sector. 

• • '> 

There are two kinds of system for evaluating examination results: 
norm-referenced and criterion-referenced examinations. The norm- 
\ referenced examinations identify the relative standing of all people 
taking the examination — in other words, grading ia on the curve, with 
the pass/ fail threshold usually being one standard deviation below the 
mean. -In noiln-referenced examinations, you are assuring that there will 
be failurea — i.e., below one atandard deviation. ^ 0 

Many of the health fields are now converting to criterion- 
eferenced e.xaminationa, which grade according to a certain acore. 
Theste examinationa require well-defined domaina and criteria for paaa 
or fail. -Fifrat, one must define the abilitiea, knowledge, skills, and 
'other attributes; and performance standards muat be aet. Paa&/fail 
soores nf(£ be set. Some disciplines may set their scores URTealis- 
tically high or low — it ia poaaible for all to paaa or nonfat all. It 
ia helfful to engage the assistance of psychometrista, who are skilled 
at teat construction and evaluation. 

4 Criterion-referenced examinationa can be developed by a panel of 
experts to outline eaaential competenciea in the particular diacipline, 
or one can start from a basis of taaft^analysia — making obaervationa 
regarding actual job performance in order to identify the eaaential 
elpneata of the discipline. * 

Another thing to consider is whether the atandard for paaa/fail 
should be baaed on the entire test or whether the teat ahould be divided 
and graded in subparts, each with a paaa/fail cutoff point. For 
example, our physical therapy examinationa have three parta, each with 
a paaa/fail mark; hence, a graduate may fail <5he of the ttix^e parta but 
mil not have to take the entire examination over. Thia a/stem also 



provides feedback for the educational progron in terms of areas of 
strength and weakness in the curriculum. 

Scope of Practice/Role Delineation s 

. * • 

One of the major purposes and effecta of credentialing, as pointed 
out in the NCHCA report, is to delineate the scope of practice of each 
regulated profession. (11) Typically, this occurs through licensing 
statutes and voluntary certification procedures. The delineation of 
scopes of practice is becoming increasingly important (role delinea^ 
\tions) with the proliferation of professions and specialization within 
professions. As changes in health care delivery systems mandate changes 
in \cope of practio#<Some statutory definitions become outdated or are 
inflexible pr oppressive. Very often these definitions and scopes of 
practice overlap one another. For example, the NCHCA report analyzes 
the lackXof clarity of roles among psychiatry, psychology, and sodial 
wdrk scoped^ of practice. (12) This may compjfeate credentialing 
processes ifvseveral groups of practitioners lay claim to overlapping 
roles or scopes of practice. 

Summary \ 

Four mechanisms can be identified that are designed for sssuring 
quality and competence of personnel, hence, consumer protection. They 
sre: accreditation of educational programs, credentialing personnel, 
* peer review of performance, and programs of continuing education. < 

I would like to recommend that health educators start from the 
results of your Role Delineation Project, in which the scope of prsctice 
is quite well defined. Among credentialing mechanisms, I would recom- 
mend/that you opt for* a voluntary certification process thst will 

4 s ^ 

recognize those with the educational backgrounds, knowledge, skills, snd 
behaviors required f<jr ethical health education practice. Next, utilize 
experienced psychometricians for assistance in the construction and 
validation of appropriate credentialing examinations* Organize a group 
to implement the certification process, and link up with the National 
Commission for Health Certifying Agencies for assistance in developing 
guidelines and procedures. * • , 
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Introduction 



\ 

indicate 



The original planning for this evfcnt indicated _that at this point 
' in the conference, we would nded a transition — something that would move 
ys from deliberation to action; something that wouldNoove us from 
problems to developing specific steps to solve problems,; something that 
would help! us move from possibly vague anxieties about ckedentialing to 
perhaps more specific ahxietites that can be addressed and dealt with; 
something that would open up the future to opportunities rafyier than 
narrow it down to limited alternatives; something thpt would tooye those 
of us who might be reluctant to take the next steps so that we will be 
willing to venture into the uncharted future and to become somewhat more 
crusader s for credentialing; something that would light us on fire, to 
help us "get our act together" as faculty members in institutions that 

have as their goal the preparation of the finest possible health educa- 

* 

tors we can prepare. This transition will hopefully move us in some of 

thede directions, although it is possible I have "canceled myself out" 

by trying achieve too many objectives in such a shtrt time. It appeared 

to us in the planning stages that the task for this session would be to * 

both "calm the troops" and "incite them to riot," depending on how the 

conference was progressing; to both encourage specificity if we were 

-getting too vague and encourage generality if we -were getting down too 

far to the "nitty gritty"; and to encourage visioQ if we were looking 

only toward tomorrow, but to encourage short-term concerns if we were 

postponing action by looking too far into the future. 

» * 

The title of x this part of ther conference program, "Options and 
Opportunities: Recommendations for Future Action," .is meant to imply a 
number of things:* (1) First, it is, meant to suggest that we do indeed 
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hava options for the future— we hsve options to reject or to support the 
Role Delineation Project now or in its later stages; we have options as 
individusl faculty members, as faculty members acting jointly with our 
academic colleagues, and as individuals who are members also of profes- 
sionsl organizations and other groupa. (2) Second, the title is meant 
to imply that there are indeed opportunifcie8 — opportunities to improve 
the status of the profession, opportunities for our graduates to achieve 
national health goals, opportunitiea, if you will, to continue our 
"becdbfng," as Gordon Allport would have called it— "becoming" as a 
profession. These opportunities may hsve alway8 been, around, but now 
we hsve the stimulstiori of the Role Delinestion Project to help us. 

(3) Third, the title is meant to imply that recommendationa are sought, 
sought by the Tssk Force guiding the project end sought by the agencies . 
that have assisted in its implementstion. But beyond these concerned 
groups, in truth, we, as representstives of academic prograns, may also 
be seeking recommendstions. Because we hsve not hsd sn effective wsy of 
desling collectively with the problems of credentisling as educational ■ 
inatitutions, we must sometimes desl with intefmedisries snd use less 
direct ways of planning how to proceed as educational institutions. 

(4) Lsst, the title is meant -to suggest the need for future-oriented 
recommendations. As in all venture8 of thi8 kind, it i8 probable that 
each of us would hsve had auggeation8 for alternative ways of listing 
responsibilities, functions, skills, snd knowledge. Some of us msy hsve 
hsd input into the project; others msy not. In any esse, we csnnot go 
back. It is time to go forward; and we are looking forward to hearing 
future-oriented recommendations in the next group discussions, based on 
your view of the oversll project snd the steps planned. 

Aa we approach the trfsk of making recommendationa, it seemed to the 
planning committee that we needed a focal point for the recommendationa. 
Rather than make recommendstions to many different individual, groups, 
or organizationa, we thought it more effective to deal directly with the 
group moat involved to date. We are requeating, therefore, that the 
recommendationa be formulated in auc^i a way that they can be actiona the 
National Taak Force cfa take. This procedure is not designed to prevent 
you from msklng recommendationa to other group8^ for it ia poaaible to 



suggest that the National Task force either initiate action or implement 
action. But by hsving the members of this group as the focal point, we 
are L aaaured thst there is s responsible group present that can, st a 
minimum, take the first stejfc to get things moving, sven if snother 
group or groups are to be involved subsequently. 

As we think about recommendations to the National Task Force, tt ia 
possibls to see the Task Fores ss an action group (taking action on the 
recommendations thqt msy fit as a part of their current charge); as a 
stimulstor (encouraging other groups with chargea or available oppor- 
tunities that would indicats they could move more appropriately or 
effectively on given issues); or ss a clearinghouse (moving communica- 
tions ss needed among the different groups). 

* 

Contextual Framework for Recommendations 

* 

Our approach to making recommendations will be dependeot upon 'so 
many things— our agreement or disagreement with what has been done; our 
understanding of what lies ahead; our views of the so-called generic 
health educator; and our views of a host of other things thst ars 
included on the flow cfart describing the several major steps involved 
in the Role Delineation Project. 

Further, our discussions and recommendations are not taking place 
in s vacuum i and all of you can think of some of the forces st work, 
both positive end negative. 

. i 

I would like to suggest, however, a few contextual issues that have 
particular relevance to those of ue from education institutions. Let me 
Just mention a few. 

The Time Line 

For many^f us, there is a need to place the credentialing process 
on s flow chsrt and on a realistic time line in order to see what 
"crunch 1 * or "crunches" may be ahead in terms of allocating peraonal, 
organizational, and financial ^resources. It would not bs at all unreal- 
iatic, in my view, to see s dscads or mors required from beginning to 
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and of the two major lines of development in Alan Henderson 1 * flow 
chert, ending in the final "arrival" of the first credential*! entry- 
level health educjfcore. ^ 
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Some of ue may be looking forward to retirement, ao we do not have 
to worry* Others of us may decide to take early retirement to avoid 
facing the problems. Still others of us are going to have to cope with 
the problems, and I»hope there are going to be enough- young faculty in 
atrong jirograma to^Urry the academic part of thia projected load.i 

If one accept8 the frequently heard proposition thst the hslf-life 
of a profe&ional curriculum i8 five years, we can see that during the 
development of thia project, if thia all happens within ten years, we 
will have only one quarter of our current knowledge base intact by the 
end. Thi8 fact alone would require, therefore, an enormou8 amount of 
networking and communication among the parties involved, particularly * 
the educational institutions, to keep us all moving somewhat together 
and to keep ua all current. 

"Freezing" or "Unfreezing" 

» 

Another sort of situation that may be confronting some of us is 8 
concern that evolves not only from the curriculum half-life problem but 
also from the problem of changing roles and practices. The statement* 
that haa evolved from, the Role Delineation Project to date probably 
would not haye been the same if it had been developed ten years ago. 
Likely it would not turn out to be the same if the statement were to be 
completed ten years hence. Therefore, a question arises about building 
changea into the plan, thereby a88uring the profe88ion that it 8till is 
open-ended, growing, expanding, and being increasingly creative. In 
thia licjht, therefore, some of us may be wondering whether we are going 
into a stage that Lewin called "freezing" or whether we are truly moving 
into an "unfreezing" atage.* Whether you believe we are moving into 
one or the other as a consequence of the work on credentialing will 
partially determine how y6u approach the recommendation8 for action. 
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Perhaps some may see us "freezing" the profession— by seemingly 
closing off options for expansion, broadening, or altering roles and 
reaponaibilitiee and by asking what seems to be a hard and fast 
statement at this time.- On the otter hand. peUepa some will see us, 
"unfreezing," by breaking dejm specialities, by developing a generic* 
view of the profession, and by continuing the creative interorganiza- * 
tional dialogue that was begun in earnest with the Coalition of National 
Health Education Organizations. Perhaps we are "freezing" by putting in 
place all the structural elements required for professional develop- 
ment. On the othei; hand,, perhaps we ape "unfreezing" by getting aome 
of the,groupa together— like the academic programs— and helping them 
increaae their intercommunication and collaboration. Maybe we are doing 
both simultaneously. You will have to decide from your own unique view 
whether you see us moving one way or the other, the values that are 
enhanced or lost as a result, and how these factora will affect the 
futu»4 % 

"Coming of Age" and Accountability 

I am not sure that if each of us could hfeve dreamed his or her 
wildest dream for the profession, we would have picked the goal of 
credentialed entry-level health educators aa an end point. Rather, 
I suspect we would have placed emphasis on something like a health 
educator in' every health agency— like 8 chicken in every jrf>t — 88 a goal. 
Or perhaps we would have aaid we do not care about all the professional 
paraphernalia; rather, we are concerned about What happens tq people in 
the community or kids 'in the schools. Are they any better off because 
we aa a profeaaion are there? Or is our society any better becauae we 
are there? Just tf little better? Some of ua, then, may perceive the 
organizational steps in development of the professionals irrelevant, or 
at beat, a neceaaary evil. 

In truth, I think most of us would wish for an idyllic world of 
only moderate accountability. Unfortunately, that kind of world does 
not exist and will not exist in the future. 
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Whether we like it or not, we must respond >to outside societal 
pressures, end accountability, quality control, 'and self-regulation are 
part of the demands placed on Js as the price of "coming of age" aa a 
profession. 

Appropriate Academic Concerns ' 

^ Apo^m contextual issue I would like to riise is the relationship 

of 8cade*&ian8 to the credentfeling process. In a majo^ document pre- 
pared for the National Forum on Accreditation of Allied Health" Education 
about a year ago, John Schermerhorn found most Educator a feel atrongly 
> 0 that the educational institution i£not the proper arena for the upgrad- 
c ing of professional practice. Rather, it is the responsibility of the 
professional society and its membership. The educational institution, 
then, must be responsive, within its capabilities, to the needs of the 
professionals, the employers, and the public; and it muat not be forced, 
by any meanai^to take poaitiond in aupport of any one group at the 
expense of others. I found this a perplexing statement, since those of * 
us who teach practitioner have 'ouraelvea been ^intimately linked with 
practice at one time or soother in our livea, and most of us belong to 
the same professional organizations aa practitioners do— irideed, we are 
often the same group. What makes us different *as apademiciana in 
response to issues of credentialing? 

Should we respond at all to rolls delineation, role* specification, 
and all the real, or ahould we aimply wait until the profession tells 
us what it intends to do, and then respond within the limits of our 
academic world? Our being here would suggest we see a more active role 
for ourselves. Up to this point, however, we have not had an organized 
way to respond as academic institutions. Some of us hsve participated 
through representation on the various committed and task forces in the 
whole development of the project, but as someone in the Towson State 
meeting said in December last year, "There is a definite overrepreaenta- 
tioiv of academicians in the Role Delineation Prdject." Is it time to 
rethink this issue? — If we should be responsive touthe needs of profes- 
sionals, employersKJod the public ^without supporting any group, and yet 



we are so identified with professionals because we are they, and they 
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are we, how can we be responsible to the needs of employer 8 and the 
public as effectively? As most of us know, credentialing has been 
criticized by>many as being protective of the profession instead of the " 
public. Will we contribute to that profe88ional protection at the 
expense of our other re8pon8ibilitie8? Some hard thinking on the ^ 
reaponeibilities of academic in8titutions and their facultie8 is needed , 
on this point. 

Some Emerging Process Issues j — 

It ha8 seemed to me, as I listened in our own group discu88ion, and 
a8 I had a chance. to talk with participant8 and faculty, that a number^- 



of what I have called w proce88 issues" relating to our con8ideration of 
recommendation8 have ari8en. Let me list just a few— clarity, anxiety, 

diversity, and solidarity— and deal with each briefly. 

\ 

Clarity - clarity of where we want to go. We were challenged, I 
believe, by Salman when he asked us, "Where is it ydu really waat-fcr~ 
go?" This question asks us, then, to decide where we want to be as a 
profession, say, in 1990. How healthy (as a profe88ion) do w« want to 
be in 1990, if I can U8e an analogy from the^cfocument Healthy People? 
Do we want more program8 to prepare health educator8? Do we want better 
programs preparing health educator8? Do we want more capable graduates? 
More political clout? More access to resources? Do we want to make a 
contribution to achieving the health Objectives for the Nation? Or do 
we want to achieve greater coherence in our joint mi88ions? We hays 
beeti encouraged, also by Salman, to "avoid mixing the ideal w^FTthe 
actual." How then do we handle 8hort-term and long-term goals— the 
here-today reality with the tomorrow ideal? Helen Cleary mentioned how 
important it is for us to define action steps for the here and now- 
like, "What do we do when we go back home to help in the Role Delinea- 
tion Project or Role Verification stage of that project?" We all know, 
however, that what we do next must alao be-fceen within the framework of 
where we want to be "in the long haul." 

/ 

Anxiety - I am aware, as most of you are as well, that while we 

s * 

have been working together, 8 number of people have admitted that they 
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were more than a little concerned About this entire development. Some 
participants may have been threjatJled by the credential ing process, and 
some have openly admitted it. Someone said to me, "I am frustrated by 
this feting, but I am feeling better now because I can now at least 
understand the jargon about credentialing." Someone else said, 11 1 do 
not know yet *what I think in order -to make recommendations, because I am 
still confused and do not have enough data about what the future holds 
for me and my institution if credentialing emerges as an important 
force. The full consequences or the relative costs of taking one or 
another step next are not clear, and I am anxious about committing 
myself to a specific recommendation right now." 

I also sensed that some participants may be wondering whether their 
programs and/or their specific jobs may be in jeopardy. Perhaps they 
are feeling, "Suppose someone decides I am not needed, that my program 
is not needed, or is not adequate?" These anxieties are real, and I 
think we must acknowledge them in order to work effectively together. 
People have beeo confused by all the jargon involved in credentialing; 
people have been placed in ambiguous situations because the outcomes in 
the future. of the decisions made today are not all that clear; people 
have been honestly threatened by the possibility that. some mew standards 
and criteria for assessing theif programs will emerge, and hence, they 
themselves may be rated "below standard." These ratings may carry with 
them the apparent judgment that the program should be abolished if there 
are insufficient resources to upgrade it to njeet standards. These 
feelings will not disappear readily. ^We should acknowledge thajt they 
exist and try to deal -with them openly. ' y 

Diversity - Those of you who remember Dorothy Nyswander's magnif- 
icent article on the "open socie^" will recall she stated that one of 
the major requirements for an "open society" was the support for diver- 
sity in the population. I hopg, as we move towards some commonalities 
in ojft concerns for a generic health educator, we will consider the 
possibility that -we may be moving ourselves toward a "closed society" — 
meaning a closed professional society. Yet we have people in our midst 
who are marching to the beat of a different drummer, and there may be a 
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temptation to throw them out or at least avoid them or ignore them. To 
me, thic would be an absolute disaster for the profession. Without 
constant criticism from individuals inside and^outside the profession, . 
it will not be-possible for us, to grow. I hope we will always "Rave 
individuals who can play the roie of '"Her Majesty's Loyal Opposition" . 
to remind us of the need for change and the need to look at ourselves 
critically. We are forturfate that some of those individuals are here at 
this meeting. 

% 

Solidarity -^Even the word "solidarity" has a special ring these 
days. It was clear from the presentation of Ray Carlaw that we need 
more solidarity; it* was clear when Marian Hamburg told us that we did 
not speak with a single voice as a profession;- but it was also clear in 
several of the discussion groups that we were, indeed, a "family" ,of 
.institutions. We all have recognized the need to speak with a more ' 
united voice., Jhe Coalition of National Health Education Organizations, 
which some of us helped to start in the early 1970s in response to the 
President's Committee on Health Education, has played a significant role 
in bringing the different factions of the profession into a more 
collaborative arrangement and in increasing the communication among 
groups with some divergent, interests. I think, however, most of us 
recognize that the Coalition was just a first step, and that much more 
collaboration and eventually unification will have to occur. 

Some of us have thought, too, about the need for more solidarity 
among the university programs themselves, for we have not had a unified 
way to respond to credentialing or, for that matter, a unified way to 
respond to anything. Should there be an association of university 
programs in health education? Should we have some regional networks of 
university programs? Should there be an organizational arrangement that 
brings, us together to talk about mutual problems, other than our chance 

m 

meetings at professional conferences and conventions? What will the 
advantages and disadvantages be of some more organized arrangement among 
us? These and a host of other questions emerge as we consider our own 

solidarity. 
» 
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Achieving Health Adjectives for the Nation 



A major challenge for us here> has been to review the national 
Kfeelth goals and to determine where -we fit as academicians, and as health 
educators in working towards those goals. We have discussed in our 
small group meetings how we would attempt to articulate credentialing 
goals with natipnal health goals, and I think most pf us recognize there 
is enough in the document Objectives For The Nation to keep us meeting 
, and working for years. We do not have time, however, just to talk about 
^ them; we must act soon. The groups will likely find many areas here 

that lend themselves to recommendations. Certainly, many t)f us see ways 
to incprporate components of that document into our teaching programs. 
Certainly, every student^ graduating from our programs should be familiar 
with the contents of the document. Certainly, we must demonstrate 
within a reasonable time how we can contribute to achieving national 
health goals. There are many specific suggestions in the document for 
research, documentation, and program development. . The document, how- 
ever h has not been written for our benefit as health educators — it is a' 
"mandate", for the public health movement, and each health discipline 
will* attempt to chart out specific areas for itself. What, then, will, 
be the -areas we concentrate on and how should we begin? 

Looking Toward the Future r 

. While it is probable that much of our focus has been on the 
document, in truth, it is time to think beyond the Role Delineation - 
document^and the Role Verification stage as well. No matter how it 
comes out, there will be opportunities for change. More important, in 
my view, ar^ the stages that follow and the tremendous amoLjnt*of work 
that must go into them* If you follow, on the flow chart, only the 
early stages forward of credentialing, you can see that indeed, the 
majpr work lies ahead. 

As you move to Phase III, for example, and note that an educational 
resource document is to be prepared, it is clear that this document 
> begins to set the standards for preparation* particularly the curriculum 
requirements in our institutions. If the document is not to be endorsed 
by the various professional organizations listed, i.e., AAHE, ACHA, 
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APHA, ASHA, SOPHCT^SOHPER, and STDPHE^what role will the institutions 
of higher learning play in the development of these standards? Do we 
wish, to speak with one voice? With several voices? A Do we ally our- 
selves with one;or mi* professional organizations and let* them speak 
for uf , or will wtf speak for ourselves as academicians? 

• ••.•"* * 

^ # If, on one hand, we. decide to stay out of the fracas, because we 

be.acting as judge and jury, what do we do when the standards for 
Feparafflh artive at our doorstep? We are provided with an opportunity 
for voluntary adoption. Is that the step we want to take? Or do we 
3 want to- encourage accreditation, especially when we recognize all the 
forces operatingTKjairtst individual prbgram accreditatioh? Administra- 
tors and fafculties in jcolieges and universities are increasingly annoyed 
•with a'ccreditatipn pracectores, expense, and logistical problfems, with 
very few- perceived benefit^ 

Y ' ' 

It aopeared to me, as I listened to our sp^kers and as I have had 
a ch^c^w^rerfft the literaturA on professional competency, that we are 
going to be increasingly pressured to prepare health educatqrs in 
compet^ppy-based programs. The Federal -Government is not providing its 
larges$e because it is intrigued witrf the peculiarities of professions 
grappling with this part of the accountability question; It^has/an 
investment in assuring that quality health personnel are prepared, that 
there are objective ways to assess those personnel, that entrance and \ 
exit competencies are assessed, and that continuing competences is main- 
ta^Xed. If the professional groups approve of standards, the competence 
leading to those standards will turn out to be our responsibility. 



As one follows the development of competency-based programs , one 
firjds eventually the profession is asked to explain why the oompetelncy 
is listed anyway. While it may be accepted because it was veil fled by 
^practitioners,, someone is going to ask, for it has been asked of all 
professions, "How do you know, when this function is per fQrmed,, what 
.the relationship is between the competency and the performance?" Mo ^jj^ 
important, they wifVask, "How do you know that tf^ performance of this 
activity leads to- group f, the several outcomes?" Givgn questions like 
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thejte, who, then, will^fovide the basis for the testing afKk#eAuring 
of the validity of competence statements? I,t would not surprise me if 
we as academicians will be expected to play a major role. Some ques-^ 
tions to ask ourselves are, "How ready are we to develop and teach 
competency-based programs for preparation of health educators?" "How 
able will we be to measure those competencies on exit from the program, 
and on admission to the program?" "How do we know the program makes any 
difference?" and "How do we know that performai^^ on the ^job at a qom- 
petent level is related to successful outcomedSJ I can assure you that 
we will be in very" good company, for no other profession has yet vali- ' 
dated its performance in relation to "outcomes. Surely that is no ^ 
reason, though, for us to wait for someone else to do it first. 



Further down the 



5^oe€k4Tiay come "National Health Education Boards," 
.in which $*e will all have a chance to see how our graduates do,/ 
Especially in comparison with one another. Th^jr'we wil^pjfe askl^d^ "Why 
do these differences occur?" and "Is^the performancejof the student on 
the 'Boards 1 related to how well he/she actually does on the job?" 




As I look §t the opportunities and options along the way, it appears 
to me that. we can get actively involved, stand by in a "holding pattern," 
or ignore it all. What is urgent j however, is the need to consider the 
arrangements by which the academic programs JoYl relate to each other 
during these next /ew years, as competency-Based |programs are required. 

• • /v - < ' 

YoUng Faculty and TheTuture 



I have been very much impressed with the numbers Of young faculty 
mbers who have been able to attend this meeting. Those of us who are 
♦ now into or close to the senior citizen ranks in health education are 

grateful for the contributions these younger faculty membersjjeve mad^ 
o here. It may appear to some that the "old-timers" hold the power 
■Ppfctjet the younger faculty must defer to theto. In truth, the future f 
belongs more to the younger faculty members than to the "old duffers," 
a#J it 19 thefeob of all of us in academic institutions to provide 
effective ways for young faculty members to help chart the future of 
professional preparation in health education. 1 would want to see as 
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many assistant professors and associate professors as possible on the 
various committees planning our future. 



Some Areas to Consider for Recommendations ' * 

As I have listened here to what everyone has said, it seemed to me 
we would have suggestions and recommendations in a number of areas, for 
example: 

(1) Those that relate to the present Role Delineation document 
itself, its formulation, and its wording, particularly as 
it is related to the next step in the Role Delineation 
Project. 

(2) Those that relate to the stated specific next steps in* 
Role Verification, and that involve consideration of 
additional steps, or alternative steps that someone may 
consider more effective or more useful to the extent that 
they sre possible within the framework of the conference. 

(3) Those that relste to the entire Role Delineation Project 
and all its planned steps, not just individual steps but, 
rsther, the whole process — its time constraints, its mech- 
snisms to accomplish certain-objectives, or its resources. 

(4) Those that relate to our roles 88 academic institutions 
and as individuals or collective faculty members in those 
institutions, concerned with the preparation of health 
educators not only in relation to the next steps but, more 

} , important, to the long-term implications. 

(5) Those that relste v to the large issues in credentialing 
that need to be considered at some point in time and to 
which many of us individually snd collectively, a§ either 
academicians or professional health educators, have to 
respond in the future. 

About e8ch of thesd categories, it seemed to me, the National Task 
Force wants- to hear from. us. 

\ 

We have come a very long way in this conference in a very short 
time. The time has been right for our meeting together; the conference 
arrangements have been superb for our making the mos^*£ our time 
together; and the group assembled has a wealth of knowledge and skill in 
the major topics being discussed. Let us now see how we can put this 
all together in specific action recommendations. 
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Chairm8n ' 

Department of Health Education 

University of Central Arkansas 

P.O. Box 1776 

Conway, Arkansas 72032 

Dr. John 3. Burt 
Chairperson fc 
Department of Health Education 
UniVeraity of Maryland 
PERH Building 
Valley Drive 

College Park, Maryland 20742 

Herman S. Bush • 
Chairman 

Department of Health Education 
Eaatern Kentucky University 
Richpbnd, Kentucky 40475 

Ruth M. Cady, Ed.D. 

Professor/Coordinator 

Health Education 

Sam Houston State University 

Box 2065 

Huntsville, Texss 77341 



Jimmie L. Cal t Ph.D. 
Chairman 

Health, Phyaic8l Education and 

Recreation 
Alabama- A&M Univeraity 
P.O. Box 346 
Normal, Alabjame 35762 

Don Calitri 

Department of Health Education 
E88tern Kentucky University 
Richmond, Kentucky 40475 

Frank Cslsbeek, Ed.D. 
Director, Health Education Division 
Southwest Texas State University 
Jo*er'8 Center 

San Marcoa, Texpa- 78666 t 

Raymond W. Carl8w, Dr.P.H. 
Director 

Program in Health Education 
Univeraity of Minneaota 
Box 197 

1360 Mayo Memorial Building 
Minneapolis, . Minnesota 55455 

Wilbur L. Csrr ' ' 

Professor 

Department of Health and Safety 

Education 
University of Southern Mi8siS8ippi 
Southern Station Box 8177 
Hattiesburg, Mi8aisaippi 38401 



Charles R. Carroll/, Ph.D. 

Professor f 

Department of Phyaiology and Health 

Science 
Ball State Univeraity 
2000 Univeraity Avenue 
Muncie, Indiana 47306 

George P. Cernada, Dr.P.H. 
Chairperson, Qommunity Health 

Education Program 
Divi8ion of Public Heslth 
Arnold House 

University of Massschusetts 
Amherat, Maaaachuaetta 01003 
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Dr. Thomas L. Chilton 
* * Chairman 

Health Education Program 
HPELS, Room 1002 - 
University of South Alabama 
Mobile, .Alabama 36686 

Loui8e C. Chut , _ 

_ Kean College- of New Jersey 
Morris Avenue 
Union, New Jersey 07083 

Daniel A. Clark 
Acting Chairman 
* Community Health 

. College of Allied Health Professions 
University of Kentucky Medical Center 
Annex 2, Room 225 4 
Lexington, Kentucky 40536 

Noreen Clai;k, Ph.D. 
Associate Professor 
Department of Health Behavior 

and Health Education 
School of Public Health 
The Univerity of Michigan 
i420 Washington Heights 
Ann Arbor, Michigan 48104 

Dr. Hel&n"?; CI ear y 
University of Massachusetts Medical 
School 

Worcester, Massachusetts 01605 

Dr. Robert S. Cobb 
Professor and Head 
Division of School Health Education 
University of Minnesota 
. 101-Norris Hall ^ 
172 Pillsbury Drive, Southeast 
Minneapolis, Minnesota 55&5 

Dr. Thomas P. Colgate ^ 
Chairman 

Health and Physical Education Diviaion 
Chadron State College 
Tenth and Main Streets 
Chadron, Nebraska 69337 

Robert H. Conn, Ed.D. 

Public Health Advisor 

D.C. Department of-Human Services 

1875 Connecticut ^venue 

Washington, D.C. 20009 



Barbara A. Cooley 
Director 

Office of Cooperative Education 
The Evergreen State' College 
Lab I, Room 1020 
Olympia, Waahington 98505 

Dr. John H. Cooper 
Chairman 

Department of Health and Physical 

Education 
George Mason University 
4400 University Drive 
Fairfax, Virginia 22030 

Dr. 3amea M.^Corry 

College of Education 

Health Education Department 

North Texas State University 

Denton, Ttfxaa 76203 
« 

Peter A. Cortese, Dr.P.H. 
Director, Office of Comprehensive 

School Health 
U.S. Education Department 
3700 Donohoe Building 
400 Maryland Avenue, Southwest 
Washington, D.C. 20202 

Milly Cowles, Ph.D. 
Dean, School of Education 
University of Alabama in Birmingham 
University Station 
Birmingham, Alabama 35294 

Dr. William H. CresWell, Or. 
Department of Health and Safety 

Education • 
University of Illinois at 

Ur b an a- Ch am pa i g n 
1206 Fourth Street 
Champaign, Illinois 61820 

Don Dancy 

Professor and Chairman 
Department of Community Health 

Education 
East Carolina University 
School of Allied Health 
Greenville, North Carolina 27834 
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Oerry Davis ' 

Department of Hpman Services 
Florida State University 
215 Stone Building 
Tallahassee, Florida 32306 

Thomas M. Davis 

Coordinator of Health Education 
School of Health, Physical Education 

and Recreation 
University of Northern Iowa 
Cedar Falls, Iowa 50614 
> 

Gary T. Dawn, Ed.S. 
20 Scottsdale Drive 
Alabaster 9 Alabama 35007 

» 

Paul B. Dearth, Dr.P.H. 
Associate Professor^of Health 

Education Program - 
Department of Health, Physical 

Education and Recreation * 
University of New Mexico 
Health Education/Johnson Gym 162/UNM 
Albuquerque, New Mexico 87 13? 

Thomas#L. Dezelsky ' 

Associate Professor 

Health Science 

Arizona State University 

214 PEBE 

Tempe, Arizona 85281 

* 

Dr. Peter D. Dor an 

Chairman and Professor 

Department of Health Education, Public 

Service Division 
University of Maine 
100 Maine Street 
Farmington, Maine 04938 

Dr* Ann Downey 

Department of Health Education 
Northeastern University 
360 Huntington Avenue 
Boston, Massachusetts 02115 

Elinor F. Downs, M.D., M.P.H. 
Assistant Dean, Academic Affairs 
School of Public Health 
Columbia University 
600 West 168th Street 
New York, New York 10032 



Richard M. Eberst, Ph.D. 
Associate Professor 
Department of Health Education 
Adfelphi* Univesity # 
Lower Earle Hall 
Garden City, New York 11530 

James M. Eddy- 
Assistant Professor 
Health Education 
Pennsylvania State University 
19D White'Building 
"^University Park, Pennsylvana 16802 

Dr. Phyllis Ensop 
Department of Health Education 
Northeastern "University 
360 Huntington Avenue 
Boston, Massachusetts * 02115 

Dr. Dale W. Evans 

Coordinator of Health Education 

Department of Health, Physical 

Education and Recreation 
University of Houston 
Houston, Texas 77004 

Vilam^T. Falck, Ph.D. 
Associate Professor o'f Health 

Education 
Behavioral Sciences 
University of Texas School of 

Public Health 
P.O. Box 20186 
Houston, Texas 77025 

Dr. William Fassbender 
Professor 

Health, Physical Education 

and Recreation 
Trenton State College 
P.O. Box 940 

Trenton, New Jersey 08625 
Carol A. Feight 

National Center for Health Education 

Role Verification Committee 

1032 Taylor Street 

Mount Pleasant, Michigan 48858 
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3a*es A. Fitch, Ph.D. 

Coordinator 9 Health Education Division 

School of Health, Physical Education 

and Recreation 
University of North Carolina 
Room 100 Rosenthal Gym 
Greenebpro, North Carolina 27412 

John T. Fodor 

Coordinator of Health Education 
Departneht of Health Science 
California State Univeraity 
18111 Nordhoff * 
Northrirtge, California 91330 

Samuel B. Folio 

Coordinator 

Health Education 

We8t Virginia University 

1154 Agricultural Sciences Building 

Morgantown, West Virginis 26505 

Dr. Joanne G. Fraser V. 
Department of Health Education 
University of South Csrolina 
Columbia, South Carolina 29208 

Dr. Josephine Gaines 
Associate Professor and Coordinstor, 
% Heal th - Educa t ion 
Health, Physical Education and 

Recreation 
Virginia Polytechnic Institute and 

State University 
WHG 201 Health Education 
Black8burg, Virginia 24061 

Dr. Marie Garrity 
Department of Health Education . 
Northeastern University 
^3"60 Huntington Avenue 
Boston, Massachusetts 02115 

Dr. Gary Gilmore 
Associate Professor 
Department of Health Education 
University of Wisconsin 
Mitchell Hall 

La Crosse, Wisconsin 54601 * 



Geoffrey Glassock 
Health Education Centre 
Sydney Teachers College 
P.O.. Box 63 
. Kamperdown 2050 
Australia 

Phyllis A. Goetz 
Coordinator^ 

School of Health Sciences 
West Chester State College 
West Chester, Pennsylvania 19380 

Robert S. Gold 
Associate Professor 
Department of Heslth Educstion 
Southern Illinois University 
Csrbondsle, Illinois 62901 

Dr*. Mai Goldsmith 

Coordinator of Health Education 

Department of Health, Recreation and 

•Physicsl Educstion 
Southern Illinois University 
Box 67A ^ 
Edwsrdsville, Illinois 62026 

Sheils Gormsn 
♦Columbis University 
School of Public Heslth 
21 Audobon Avenue 
New York, New York 10032 

Dr. June -Gorski s / 
University of Tennessee - 
Division of Health and Safety- 
1914 Andy Holt Avenue 
Knoxville, Tennessee 37916 

Dr. Brian J. Gray 

Chairman, Division of Health Educstion 
College of Education 
North Texas State University 
Denton, Texas 76203 

Dr. Lawrence W. Green, Director 
Office of Health Inforrrfstion, Health 

Promotion, and Physical Fitness end 

Sports Medicine 
U.S. Department of Health and Human 

Services 
200 Independence Avenue, S.W 9 
Waahington, D.C. 20201 
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Jerrold S. Greenberg 
" Prof esse r 

Department of Health Education 
• University of Maryland * 

PERH Building, Valley Drive 

College Park, Maryland 20742 

Dr. Pamela C. Gunsten 

Assistant Professor of Health Education 

Department of Health, Recreation, 

Physical Education 
Southern Illinois University 
Box 67A - - 7 

Edwardsville, Illinois 62026 

Rick G. Guyton 1 * 

Associate Professor and Program 

Coordinator 
Health Education 

' WG 3A ^ 

University of Arkansas 
Fayetteville, Arkansas 72701 

Brent Q. Ha fen 
Brigham Young University 
Provo, Utah 84602 

Dr. Marian V. Hamburg 
Professor and Chairperson 
'Department of Health Education 
New York University 
South Building, Fifth Floor 
New York, New York 10003 

Dr. Ronnie R. Harris 
Jacksonville State University 
Jacksonville,- Alabama 36265 

Edward J. Hart, Ph.D. 
Professor and Chairman 
' Health 

State University of New York 
College at Cortland 
Moffett Center 
Cortland, New York 13045 
■* 

^3ahn R. Harvey, M.P.H., Ph.D. 

Associate Professor 
' Health Education 

East Tennessee State University 

22720A 

Johnson City, Tennessee 37614 



Thomas K. Hearn, Jr., Ph.D. 
Vice President for University College 
University of Alabama in Birmingham 
Birmingham, Alabama 35294 " 

Alan C. Henderson, Dr.P.H. 
Director 

Role Delineation Project 
National Center for Health Education 
211 Sutter Street, Fourth Floor 
San Francisco, California. 941QB 

Lorraine Henke 

Health Education Specialist 

Prince George's County Public Schools- 

7711 Livingston Road 

Oxon Hill, Maryland 20021 

Godfrey M. Hochbaum-, Ph.D. 
Professor ' t 

Department of Health Education 
School of Public; Health 
University of North Carolina 
Chapel Hill, North Carolina 27514 

Carol Ann Holcomb, Ph.D. 
Assistant Professor 
Department of Health, Physicsl 

Education and Recreation 
Kansas State University 
203 Ahearn 

Manhattan, Kansas 66506 

Lee Holder, Ph.D. 

Dean, College of Community and 

Allied Health Professions 
The University of Tennessee _ 
Center for the Health Sciences 
800 Madisdh. Avenue 
Memphis , Tennessee 38165- 

Joyce W. Hopp, M.P.H., Ptup. 
Professor and Chairman 
Department of Health Education 
School of Health t 
Lome Linda University 
Loma Linda, California 92350 

Dr. Ernest 0. Howell 
Associate Professor of Health 
Department of Health, Physical 

Education and, Recreation 
Northwestern State University 
Natchitoches, Louisiana 71457 
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Dr. Keith A. Howell 
Department of Health Education 
Northeastern University 
360 Hunt irH^on Avenue 
Boston, Massachusetts 02115 

Reuben Hubbard, M.S., HiP.H. 
Department of Health Education 
School of Health ± 
Lome Linda University 
^Loma-tfrxt*, "CatiTor nla 92350 ^ 

Dr. Robert Hurley 
Chairman, Health Education 
Texas MM Uhiversity 
Department of Jtealth Education 
« and Phy8ical Education 
College Station, Texas 77840 

W. Thomas Hurt r 

Professor and Coordinator of Health 

Science 
Health Science Program Area 
Box 20, Godwin Hall 
James Madison University 
Harrisojtourg, Virginia 22807 

Dr. Dorothy A. Huskey <- 
Professor t 
Health Education 
Sam Houston State University 
Box 2065 

Huntsville, Texas 77341 

Gerald C. Hyner, Ph.D. 

Assistant Professor 

Department of Community Health ^ 

Professions 
Old Dominion University , 
5610D Monroe Place 
Norfolk, Virginia 23508 

#■ 

Dr. Nicholas K. Iammarino 
Department of Health and Physical 

Education 
Rice University 

Houston, Texas 77001 ' ^ 

Brenda C. Johnson 

Assistant Professor 

Health and Physical Education 

Department 
Gu8tavu8 Adolphus College 
St. Peter, Minnesota 56082 



Dr. Geraldine Johnson 

Assistant Professor 

School of Health, Physical Education 

and Recreation 
The University of Nebraska-Lincoln 
225 Coliseum w 
Lincoln, Nebraska 68588 

Bert Jones 
Professor 

Department of Social Services and 

Health Behavior 
School of Public Health 
University of Oklahoma Health 

Sciences Center 
P.O. Box 26901 

Oklahoma City, Oklahoma '73190 
Herb Jones 

Professor * 
Department of Physiology and Health 

Sciences 
Ball State University 
2000 University Avenue 
Muncie, Indiana 47306 

Dr. Dennis Kamholtz 
Assistant Professor 
Health Education Department . 
Public Service Division 
University of Maine at Farmington « 
100 Main Street 
FarmijHjton, Maine 04938 



William M. Kane, Ph.D. 
Executive Director - ' 

American Alliance forTtealth» Physical 

Education, Recreation and D&nce 
1900 Association Drive 
Reston, Virginia 22152 

Robert Kaplan^ 
Professor and Chairman* 
Division of Health Education 
The Ohio State University 
1760 Neii Avenue 
Columbus, 0hio # 43210 

Robert R. Keister - • 

Assistant Professor of Health Education 

Health Education Program 

Winona State University 

Winona, Minnesota 55987 
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-Charle8 F. Kegley, Ph.D. 
Chairman . 

Department of Health and Safety 

Education 
Kent State University 
210 Franklin Hall 
Kent, Ohio 44242 

Laura C. Keranen 

University of California at Berkeley 
9chool of Public Health 
Graduate Program in Health Education 
Berkeley , California 94720 

^Ernest C. Kershaw 
Professor 

Department of Health, Physical 

t» Education and Recreation 

Texas Southern University \ 

3201 Wheeler Avenue 

Houston, Texas 77004 

William H., King 

Professor and Director 

Health and Safety Education Program 

University of Arizona 

1435 North Fremont 

Tucson, Arizona 85719 

i 

Robert H. Kirk 
Professor and Chairman 
Divi8ion bf Health and Safety 
The University *of Tennessee 
1914 Andy Holt Avenue 
Knoxviile, Tennessee 37916 

Paul Knipping 

Department of Health, Physical 

Education and Recreation 
Texas Tech University 
Box 4070 

Lubbock, Texas 79409 



Marshall W. Kreuter, Ph.D. 
University of Utah t 
Division of Health Science, 

of Health 
Salt Lake City, Utah 84112 
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Richard S. Kurz, Ph.D. 
Director 

^Graduate Program in Community Health 
St. Louis University 
1438 S. Grand Boulevard 
St. Louis, Missouri 63104 

Gerald F. Lafferty 
Chariman, Health Educa 
Department of Health Education 

and Safety ^ 
College of Physical Education, Health 

and Recreation 
University of Florida 
Gainesville, Florida 32601 

Jane W. Lammers, Ed.D. 
Assistant Professor 
Department of Health Education 
University of Centcal Arkansas 
P.O. Box 1776 . . - 

Conway, Arkansas 72Q32 

Elizabeth A. Lee 
Senior Staff Specialist 
Center for Health Promotion 
American Hospital Association 
84CL North Lake Shore Drive , 
Chicago, Illinois 60611 

Dr. LohpII S. Levin » 
Yale School of Medicine 
Department of Epidemiology and 

Public Health 
60 College 

N^w Haven, Connecticut 06519 * 

Dr. Frank K. Lightfoot 
University of Montevallo 
Myrick Hall 

Montevallo, Alabama 35115 

3anice Litwack 

Assistant Professor 

Department of Health and Safety 

Education 
Kent 'State University 
210 Franklin Hall 
Kent, Ohio 44242 
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Dr. William Livingood 
Professor of Hetalth Education , 
Health Department \ 
East Stroudsbprg State College 
East Stroudsburg, Pennsylvania 

Dr. Karen M. Lore^tzen 
College of Health Professions 
Department of Heqtth 
Weed Hall 

University of Lowell 
One University Avenue 
Lowell, Massachusetts (Jl85*r 

Lillie R. Lynch, Ph.D. 
Professor *"~\ 
Department of Health Scier^S 
Community Health £ducaHtfir^_D 
Jersey City State College * 
2039 Kennedy Boulevard 
Jersey City, New Jersey 0730$ 
» 

Elizabeth 3. MacDonald 
Chairperson 

Department of Health Education' 
Hood House % 

Univefrsity qf New Hampshire 
Durham, New Hampshire 03824 \ 

David M. Macrina 
Instructor 

Healthy and % Safety Education 
University of Illinois 
120 Huff Hall 

Dtempaign, Illinois 61820 

Judith M^ffett 
. Assistant Professor ' 
Health an<r Physical Education 

Department 
University of Akron 
Memorial Hgll (flOF) 1 * 
Akton, Ohio 44325 
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. Phillip 3.* Marty, Ph.D.. 
Assistant Professor ^ 
Health Education, Physical 
* Education and Recreafcidn 
T228 JeVferson Stfee.t 
Duluth, Minnesota 55812 

♦Dr. Betty Mathews 
Professor and Director of Health 

Education 
Department of Kinesiology * . * 
University of Washington 
DX-10 

Seattle* Washington 98195' 
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Bobby C' Martin * 
Assistant Professor of Health* 

Education 
hysical*Education, Health 
and Recreation u 
Hampton Institute 
P.O. Box 6013 
Hampton, Virginia 2366ft 
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Dr. Richard 

Professor and Director of 

Education 
Department of Health, Phys 
Educaticjp and Recreation 
Auburn University % 
School ,of Education 
Haley Center ?084 
• Auburn, Alabama. 36830 

Edward F. Meehan 
HddBth Education Coordinator , 
Bureau of Maternal and Child Health 
Alabama State -Health Department 

bmch/fp ; 

Stat^ Office 8uilding 
Montgomery, Alabama 36130 

Dr. Don Merki 
Professor 
Health Education 
'Texas Woman's University 
Box 23?17, TWU Station . 
Denton, ' Texas 76204 

Robert S. Merolla 
Department of Health and Safety 

Education, 
School of Health, Physical [ 

.Education and Recreation 
IncJiana University 
BJoomington, Indiana 47405 
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Davia Mills, M.P.H. 
Director 

Program in Health Education 
University of Minnesota 
Box 197 

1360 Mayo Memorial Building ^ 
Minneapolis, Minnesota 55455 

Sandra E. Mimms 
Instructor 

.Department of Health Education 
P.O. Box 1B017 
Ddckson State University 
Jackson,* Mississippi 39217 

Stanley^H. Mitchell 

Scottish Health Education Group 

Health Education Centre ^ 

t\ Landsdowne Crescent^ 

Edinburgh EH12 5EH 

Scotland 

Patrick B. Moffit 

Assistant Professor of Health 

Education ~" 
School of Heaith, Physical Education 

and Recreation 
University of Northern Iowa 
West Gym, UNI 
Cedar Falls, Iowa 50613 ' 

r 

Mary V." Montgomery 
Associate Professor and Coordinator 
< of Health Education 
Health, Physical .Education and 

Recreation % 
Moorhead State University 
Nemzell Hall 

Moorhead, Minnesota 56560 



Patricia tt^**iilen, br.PrH. ' 
; ■ Sa oior^R^8Batch Fellow 

Office of Health Information, Health 

Promotion, and Physical fitness and 

Sports Medicine 
U.S. Department of Health and >luman 

Service8 
200 Independence Avenue, S.W. 
Washington, D.C. 202Q1 

Deborah V. Mcintosh, *M. P. H. 
Project Associate 
Role Delineatijpr'Froject < 
National Center for Health Education 
Sutter Street, Fourth Flodr 
r ranci8co, California 9410B 

3osepl\W.. Mcintosh, M.P.H. , H.S.D. 
Chairman and Professor 
Health Sciences Division 
Col umbus IJol lege 
Columbus , ^Georgia 31993 

James F. Mckenzie* 
Assistant Professor and Chairman 
Health Education Division 
School of Health, Physical Education 

and Recreation 
Bowling Green State university 
204 HPER Eppler North 
Bowling Green, Ohio 43403 

Judith -McLaughlin, Ph.D. 
Assistant Pifbfessor 
Department of\tealth Education # 
University of Georgia 
Stegeman Hall \^ 
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Athens, Georgia 
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3oan D. McMahon 
Health Science Department 
Towson State University 
Burdick Hall 

Towson, Maryland 21204 » 
3im McVay 

Director of Primary Prevention 
Alabama Department of Public Health 
State Office Building 
Montgomery, Alabama 36150 
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Dr. Angelina Nazaretian 
Associate Professor 
Department of Health, Physical 

Education and Recreation 
Athens State College 
Athens, Alabama 35611 



Dr. Richard Papenfuss 

Associate Professor 

Health Education Department 

University of Wisconsin-La Crosse 

Mitchell Hall . 

La Crosse, Wisconsin 54601 
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Dr. Walter Ney 
Profeaaor 

Department of H.L.S.F. 
Indiana State University 
Terre Haute, Indiana 47809 

Ann E. Nolte 

Professor, Health Education 
Department of Health Sciences 
Illfhois State university 
103 Moulton Hall 
Normal, Illinois 61761 

Dorothy Nowack, R.N 

Associate Professor, PublicR&filth 

Program Coordinator 
School of Health Sciences 
Department of Health 
West Chester State College 
West Chewier, Pennsylvania 
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Horace G. 
Director 

Center for Health Promotion 

Education 
Centers for Disease Control 
U.S. Department of Health and Human 

Services 
Atlanta, Georgia 30333 

Larry K. Olsen * 

Associate Professor and Chairman 

Health Science 

Arizona State University 

P.E.B.E. 107 

Tempe, Arizona 85281 

Dr. Mitchell V. Owens 
Professor and Actiruj Chairman 
School^of Public Health 
University of Oklahoma 
Health Sciences Center 
P.O. Box 26901 

Oklahoma City, Oklahoma 73190- 



William G. Parkos 
'^Associate Professor • 

Health and Safety Education Department 
University of Northern Colorado 
Greeley, Colorado 80639 

Robert D. Patton, M.A. , M.P.H.^ Ed.D. 
Professor and Chairman 
9 Health Education ' 

East Tennessee State University 
Box 22720A 

Johnson City, Tennessee 37614 
Janice Pearce 

Professor, Health Education 
Department of Health, Physical 

Education and Recreation 
Utah State University 
Logan, Utah 84322 

Dr. David W. Phelps 
Department Head 
Department of Health 
Waldo Hall, Roof* 321 
Oregon State University 
Corv^llis, Oregon 97331 
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Dr. Marion B. Pollock 

Professor 

Health Science 

California State University 

Long Beach, California 90804 

Velma W. Pressly 
Assistant Professor 
Health and Safety 
University of Jennessee 
1914 Andy Holt Avenue 
Knoxville, Tennessee 37914 
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Louis A. Quatrano, Ph.D.* 

Educational Specialist 

JJ.S. Department of Health and 

Human Services 
Divi8ion of Aasociated Health 

Profe88ion8 
Bureau of Health Professions 
3700 East-4te8t Highway 
Hyattsville, Maryland 20782 

Pr. Phyllis A. Reed 
Department of Health Education 
Russell Sage College 
Trby, New York 12180 

Dr. Peter Reichle 
Associate Professor, Health 

Coordinator 
Department of Health, Physical 

Education and Recreation 
Appalachian State University 
Boone, North, Carolina 28608., 

Sue Rexroat 

National Conference Planning 

Committee Member 
Unit District £185 
Macomb Senior High School 
South 3ohnson Road 
Macomb, Illinois 61455 

Ron L. Rhodes, Ph.D. 
Chairman 

Department of Health Sciences 
Brigham Young University 
213 RB 

Provo, Utah 84602 

Ruth F. Richards 

Lecturer and Field ^Program 

Director 
Division of BSHE ' 
School of Public Health 
University of California 
Los Angeles, California 90024 

Jack 3. Richardson 
Professor and Chairman 
Health Education 
Eastern. Illinois University 
Charlestoftgaflllinois 61920 



Dr. Richard S. Riggs 
Assistant Professor 
Department of Health, Physical 

Education and Recreation 
University of Houston-Central 
123 Melcher Building 
Houstort, Texas/ 77004 
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4 3udy D. Ritter 
Alabama State Department of 

Education 
llJpColiseum Boulevard 
Montgomery, Alabama 36193 

Ellen Rpberts 

University of Alabama in Birmingham 
University Station 
Birmingham, Alabama 35294 

Dr. James Robi nson / 
School of Communications and 

Proressional Studies 
California State University, 

Northridge 
Northridge, California 91330 
I 

Dr. Mabel £. Robinson 
Assistant Dean and Professor 
School of Education / 
University of Alabama^in Birmingham 
University Station 
Birmingham, Alabama 35294 

Thomas C. Robinson, Ph.D. 
Associate Dean ~^ 00 ^ % 
Administration 

• College of Allied Health Professions 
Univer8ity of Kentucky Medical Center 
Annex 2, Room 222 

Lexington, Kentucky 40536 

Dr. Helen S. Ross m 

* Director 

Division of Health Professions 
San Jose State University 
125 South Seventh Street, MH 431 
San Jose, California 95192 
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Dr. Kenneth C. Runquist 
Professor 

Health, Physical Education and 

Recreation 
Trenton State College 
P.O. Box 940 

Trenton , New "Jersey 08625 

Richard W* St. Pierre 
Chairman 

Health Education g /' 

Pennsylvania St^te University { 
190 White Building ^ 
University Park, Pennsylvania 16802 

Raymond D. Salman 

Director of Professional Licensing 
New York State Education Department 
The University of the State of 

New York Cultural Education Center 
Albany, New York 12230 

Orville L. Sauder 

Director of Health Education 

Peoria City/County Health Depatment 

2116 North Sheridan Road 

Peoria, Illinois 61604 

Dr. John B. Savage 
.Head 

Health Science 

New Mexico State University 

Box 3HLS 

Las Cruces, New Mexico 88003 

Fred Scaffidi 

Instructor 

HPELS. 

l*iivefsity of South Alabama * 
Room 1018 

Mobile, Alabama 36688 * 

Margaret J. Scarborough 
Coordinator 

Continuing Health Education 
New Mexico State University 
Box 3CHE* — 
Las -Cruces, New Mexico 88003 



Dr. Warren E. Schaller 
Profeasor and Chair 
Department of Physiolog 

Health Science 
Ball State Univeraity 
2000 Univeraity Avenue 
Muncie, Indiana 47306 
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William C. Sechrist 

Associate Professor 

Health Education 

State Univeraity of New York 

College of Cortland 

Moffett Center 

Cortland, Ntfw York 13045 

Roger W. Seehafer 
Chairman 

Health and Safety Education 
Purdue University 
106 Lambert 

West Lafayette, Indiana 47906 

3ohn R. Seffrin, Ph.D. 
Chairman 

Health and Safety Education 
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RECOMMENDATIONS 
WORKSHOP ON COMMONALITIES AND DIFFERENCES 




Conference on the Preparation and Practice of Community 
Patient and School Health Educators 

February 15-17, 1978 
Bethesda, Maryland 
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RECOMMENDATIONS 
WORKSHOP ON COMMONALITIES AND DIFFERENCES 



CONFERENCE ON THE .PREPARATION AND PRACTICE OF COMMUNITY 
PATIENT AND SCHOOL HEALTH EDUCATORS 



The participants presented Recommendations for the future direction of 
health education in relation to preparation and practice of the total field, 
regardless of practice setting or speciality focus. These recommendations 
represent consensus on the part of the group and were viewed as positive action 
oriented steps to achieving a unified and acceptable approach for Aamining 
the prep'aration and practice of professional health educato-rs. ' 

RECOMMENDATIONS * ^ 

ft That each member organization of the Coalition assume responsibility 
for disseminating the proceedings of this Workshop. And that 
each group identify the implications of this Workshop for its 
own membership and explore the resources that it can commit to 
achieving the necessary follow-up to the^/Workshop. 

• That the Planning Committee for this Workshop become a National 
Task Force 9n the Preparation and Practice of Health Educators. 
And^that members of the Planning Committee continue to serve on 
the Task Force, subject to approval by the Organizations they 
represent. 

» That the Task Force, including a representative from the Office 
of Education, be charged with the respAasibility for developing 
a plan of action leading %6 a credentialing program within a 
specific time frame for the total field of health, education. 

" * Specifically, the Task Force will: 

serve as a liaison with health education organizations, and 
with pertinent government offices, including the Bureau of 
Health Manpower, and the Bureau of Health Education 

establish priorities. 

seek funding to support a^ credentialing effort 

* 

ft That the plan of action developed by the Task Force lead to: 

a survey of field practice including a synthesis of exist- 
ing research 

- m a concrete statement of the Staterof-the^Art of health 
education 
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- an assessment of health educator competencies 

- development of performance criteria 

) 

- delineation of performance criteria f * 

- delineation of core curriculum requirements fpr both 
entry level and specialized health educators 

That government programs and private agencies with health education 
components require staffing by qualified health educators. 

N 



♦February 15-17, 1978, Bethesda, Maryland 
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NATIONAL CENTER FOR HEALTH EDUCATION 
ROLE DELINEATION PROJECT ^POR HEALTH EDUCATION 




National Center for Health Education 



ROLE DELINEATION PROJECT FOR HEALTH EDUCATION 



Relationship Between the Role Delineation and Credentialing Processes 



Time # 



Role Delineation Project 
Phase 



\ 

Credentialing Health Educators 



Phase 



I: Initial Role Specifi- 
cation 

II: Role Verification and 
Refinement 



Phase in: 



Phase 



IV: 



Educational Resource 
Document Preparation 



Self-Assessment In- 
struments for Practi- 
tioners Developed 



►Standards for Preparation ^en- 
dorsed hy AAHE, ACHA, APHA, ASHA, 
SOPHE, SSDHPER, STDPHE) 



\ 



Phase 



V: Development of Continu- 
ing Competency Materials 



Voluntary Adaption 
by Professional 

Preparation Programs NCATE, North- 
Central Associa- 



Accreditation 
(e.g. , CEPH, 



t 



tion, State 
Teacher Creden- 
tialing Author- 
ities) 



t 



Examination Development 
t 

Proficiency Exam 



„ Adoption by 
Professional Prepara- 
tion Programs 

Preparation of entry-level personnel 
to fulfill verified role * 



t 



Pool of eligible entry-level health 
educators 



Examination 
Admin is tr a t ion 



Y 

1/31/80 



1 



Credentialed Entry-Level 

Health Educators 
(licensed or certified) 
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CHRONOLOGY OF EVENTS LEADING TO 



National ConferAice for Institutions Preparing Health Educators 
.Role Delineation: Implications for Credentialing in Health Education 



Birmingham, Alabama, February 5-7, 1981 



February 
1978 

March 
.1978 

September 
1978 ' 



October 

1978 * 

January 4 

1979 . 

February 
1979 

January 
1980 

April 
1980 




Aug. -Sept- 
1982 



Bethesda Conference on the Commonalities and Differences in 
the Preparation and Practice of Health Educators. 

T i • 

Formation of the National ^Task Force for the Professional 
Preparation and Practice of Health Educators. 

Procurement of support including funds from the Bureau of Health 
Manpower (now called t^e Bureau of Health Professions) to the 
National Center for Health Education fo^ the initial phase of 
credential ing~£nitial role specification, * 

Role Delineation Advisory Committee (RDAC) formed. 



Role Delineation Project Director hired. 

Role Delineation Working Committee (RDWC) formed. 




The final draft of ttfe initial role delineation completed 



Publication of a final draft of the y Initial Role Delineation 
f<fr Health Education" by the U.S. Department of Baalth an^ 
Human Services. 

Contract for the second phase role verification and refinement 
awarded to the National Center for Health Education. 

Issue »of FOCAL POINTS on ^Health Education and Credentialing:, 
The Role Delineation Project" published by the Bureau of Health 
Education aitd the Office of Health Information, Health Promotion 
and Physical Fitness and Sports Medicine.. 



Role Verif 



icatj.otuand ^Refinement Committee (RVRC) formed, j+ 



Planning meetings for the National Conference for institutions 
Preparing flealth* Educators held. 
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ACCREDITATION: Who Does What? 
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THE COUNCIL ON POSTSECONDARY ACCREDITATION \(COPA) 
IJupont Circle, Norfhwest, Suite 760 ' 
iqgton, DC 20036 
202/4^1433 

Richard M.» Millard, President 
(effective 2/1/81) 



• •COPA was organized in January 1975, when the Federation of Regional 
Accrediting Commissions of Higher Education (FRACHE) and the National 
Commission on Accrediting (NCA) merged. It is a non-profit corporation. 



•~.It&> major purpose is to support, coordinate, and improve "^11 non- 
governmental accrediting' activities conducted at v the post-secondary 
uevel in the United States. 



•The United States has developed a system of non-governmental evaluation 
called accreditation thrt^pla^ a central role in evaluating and fttest- 
ing to .educational quality*; Accrediting bodies, therefore, are quasi- 
public entities, with certain public responsibilities to tee many groups 

4 which interface with the educational community. 



•COPA recognizes 52 accrediting bodies.. 
• imprpve non-governmental accreditation. 1 



"in order to coordinate and 



--There -are nine regional accrediting commission^ 
— There are four national institutional accrediting commissRms 
— There are 39 specialized (programmatic) accrediting agencies, 
some *of which overlap 

• ••COPA is governed by a Board'of 38 members representing institutional 
and specialized accreditation, nationll"" associations of colleges and 
' universities, and the public. Seven major infstitution-based associa- 1l 
tions are represented on the Board: The American ^Council on Education, 
tKe American Association of Community §nd Junior Colleges, the American 
Association of State Colleges and Universities, the ^Association of 
American Colleges, the Association of American Universities, the 
x National Association of Independent Colleges a^d Universities, and 
' the National Association of State Universities and Land-Grant Colleges. 

. . .COPA derives X t s financial support from more than '4,000 accredited or? 
^ accreditation-seeking institutions through COPA-recognized accrediting 
bodies. 
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ACCREDITATION: Who Does What? ' ~ : 7" Page 2 

* ...There are two C0PA-recogni?ed specialized accr^iU*fg agencies of 
specific 'interest to health educators.: 

— The Council on Education ftft Public Health 

— The National Council for Accreditation of Teacher" Education 

. ..COPA publishes COPA : TnK Balance Wheel for Accreditation , Organization, 
Membership, and Publications List, annual; A Guide to Recognized 
Accrediting Agencies , annual; and Accredited Institutions of Postsecondaff 
Education , 1^80; a quarterly newsletter, Accreditation ; Project Reports 
and Occasional Papers on topics of special interest. 

* * , J 

THE COUNCIL ON .EDUCATION FOR PUBLIC HEALTH (CEPH) ' ^ 
1015 Fifteenth Street, . Northwest,, -Suite 403 » ' 
Washington, DC 20005 • \ 

'202/789-1050 ' * 

Janet Strauss, Executive Director 

* ...CEPH is recognized by COPA and the U.S. Department of Education "to 
accredit schools of public health and master's degree programs in 
community health education. It also has preaccreditation authorization 
for graduate programs in community health/preventive medicine. 

- \. -1 CEPH assumed the accrediting activities of the American Publip Health 
Association in 1974. ^ * 

...CEPH is structured as an independent agency with corporate membership 
held by the American Yublic Health Association (APHA) and the Association 
of Sfhools of Public Health (ASPH). A board of eight councilors, 
including two -public representatives,, are appointed by the corporate 
members: three eacfc by APHA and ASPH, with the two public members 
jointly appointed. / * # 



N •• .Financial support cotaes from accredited schools and programs and those 
applying for accreditation. 

1 4 / 

* ...CEPH publishers Manuals of Standards and the Accreditation Process M&ual . 

THE NATIONAL COUNCIL FOR ACCREDITATION QF TEACHER EDUCATION (NCATE) - 
1919 Pennsylvania Avenue, N.W*„ Suita/202 ^ 
Washington, DC 20006 V* 
202/466-7496 1 J 

M. M. (Lyn) Gubser, Director 

• . 

. ..NCATE^is recognized by COPA^and the U.S. Departmwit of Education to 
f evaluate and accredit programs, that prepare professional educators for 

positions in K-12 schools f or jUl grades and subjects/ Included in 
r NCATT^ccreditation are programs that prepare various school service 
personnel. Basic and advanced 'programs are reviewed. 

...NCATE applies standards it has developed to colleges and universities ' 

seeking to establish or maintain accreditation. In its 1979-1980 list, 

545 college and University programs at basic and advanced levels were 

- accredited. A „ • 
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ACCREDITATION: Who Does What? ' Page 3 

...NCATE represents ten constituent organizations : American Association 
of Colleges for Teacher Education, American Association of School 
Administrators, Council for Exceptional Children, Council of Chief 
State School Officer s f National 'Association 6f School Psychologists, 
National Association : of State Directors of Teacher Education and 
Certification, National Council of Teachers of Mathematics, National 
Education Association (Instruction and Professional Development), 
National School Boards Association, Student National Education Asso- 
„ ciation. Representatives from these organizations make u£ the 

Council, which governs NCATE. There are four associate organizational 
members, in addition: American Personnel and Guidance Association, 
Association for Educational Communications and Technology, Association 
of Teacher Educators, and National Council for the Social Studies. 
. 

...NCATE was initially recognized as an accrediting body in 1952. 

. . .NCATE publishes Standards for the Accreditation of Teacher Education 
1979, an Annual List of accredited programs, and NCATE UPDAfE, a- * 
quarterly newsletter.* 

t 

DEPARTMENT OF EDUCATION 

Office*of Postsecondary Education 

Bureau of Higher and Continuing Education, 

Division of Eligibility and Agency Evaluation 

Washington, DC 20202 * 0 ' 

/ ' m _ \ 
...While accreditation is a voluntary, private efforts federal recognition 

"of an accrediting agency is a prerequisite to eligibility for fedefcal 
' financial assistance for institutions and "their studeat«^under select 
federally supported programs. The U.S. Department $t Education is 
responsible for recognizing accrediting agencies for the government's 
purposes. 

' r- ft* • 

..."For purposes of determining eligibility for Federa^ assistance 

pursuant to 20 U.S.C> 1141 (a), and other legislation, beginning -with 
the Veteran's Readjustment Assistance Act of 1952, the U.S. Commissioner 
of Education (the Secretary of Education) .. .publishes a list of 
nationally recognized 'accrediting agencies and associations which 
he determines to be reliable authorities as to the quality of training 
offered by educational institutions* either in a geographic area or in 
a specialized field, and the general scope of recognition granted to 
the accredited bodies. 11 

• The list is published in the Fedei^al Register and as the Department of 
^ Education's Nationally Recognized Accrediting Agencies and Associations . 

Compiled by Elena M. Sliepcevich, Department o£ Health Education, Southern 
Illinois University-Carbondale 'and Alan C. * Henderson, Role 
Delineation Project, National Center for Health Education 
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NATIONAL CENTER FOR HEALTH EDUCATION 




Role Delineation Project 



% Definitions of Credentlaling Meghan 

r 

Accreditation - The proclss 6y which an agency or organization 
evaluates and recognizes an institution or program of study as 
meeting pertain predetermined criteria or standards. 

< 

\ 

Licensure - The process. by which a n agency of government grants 
permission to persons to engage in a given profession or occupation 
by certifying that those licensed have attained the minimal degree* 
of competency necessary to ensure that the public health, safety, 
and welfare 'will be reasonably well protected. 

Certification or ^registration - The process by which a non-governmental 
agency or association grafts recognition to an individual who has met 
certain predetermined qualifications specified by that agency or 
association. Such qualifications may include: (a) graduation from- an 
accredited or approved program; (b) acceptable performance on a ^qualifying 
examination or series of examination;- and/or (c) completion jof a given 
amount of work experience/!? . ~ - - 



/ 
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1/ Taken from Report on Licensure and Related Health Personnel 
Credentialing, June l9fl . DHEW Publication No. (HSM) 72rll. 
ashington, DC: U.S. Government Printing Office. pt7. 
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Selected References on Credential lng 

Relevant to Health Education 



"Accreditation of GraduJte Education." A Joint Policy Statement by the- 

Council on Postsecondary Accreditation and the Council of 
Graduate Schools in the United States.. Washington, D.C: 
The Council on Postsecondary Accreditation, May 1978. 

"Accredited U.S. Schools of Public Health and Graduate Public Health 1 
Programs 1979-80," American Journal of Public Health , v. 70, no. ^, 
March 1980,, p. 329. 

Arnstein, George. "Two Cheers for Accreditation,". Phi Delta Kappan . 
January 1979. 

Assessing Nontraditional Education . Gordon J. Andrews, Director. Abridged 
Suumary of the Project to Develop Evaluative Criteria and 
Procedures for the Accreditation of Nontraditional Education. 
% v. 1, September 1978. Washington, D.C.: Council of Postsecondary 
Accreditation. 

As tin, Alexander and Others. Evaluating Educational Quality: A Conference 
Summary] Washington, D.C. Council on Postsecondary, Education, 1979*. 

"The Balance Wheel for Accreditation." The Council on Postsecondary 

Accreditation, One Dupont Circle, N.W. , Suite 760, Washington, D.C. 
20036, published annually. 

. Cohen,* Harris S. "On Professional Power and Conflict of Interest: State 

Licensing Boards on Trial," Journal of Health Politics » Policy and^Law . 
v. 5, n. 2, Summer 1980, pp. 291-308. * . ' 

Cohen, Harris S. "Public Versus Private Interest in Assuring Professional 
Competence,"' Family and Community Health , v. 2, n. 3, November 1979, 
pp. 79-85. 

4 

"Commission Reports." Newsletter of the National Commission ftfr Health 
Certifying Agencies, 1101 30th St., N.W., Washington, D.C. 20007. 

Credentialing 'Health Manpower . July 1977. DHEW Publication No. (OS) 
77-50057. 1 - . -~ 

Credential lng of Health Manpower and the Public Interest . Conf erence 

Report. January 30-31, 1978, Arlington, Virginia. National Health 
Council, Inc., 1740 Broadway, New York, New Yotk 10019. * , 

"Debate Intensifies over Federal Role in Accreditation." The Chronicle of 
Higher Education . May 21, 1979. 

Developments in Health Manpower Licensure: A Follow-Up to the 19*71 Report 

on Licensure andTRelated Health Personnel C^edeft^jaling . DHEW Publication 
No. (HRA) 74-2101, June 1973. 
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'Finkin, Matthew W. "Federal Reliance on Educational Accreditation: The 

Scope of Administrative Discretion. " Washington, D.C.: Council on • 
Bostsecondary Accreditation, 1978. 

Fox, John G. "Public and Private Credentialing in Conflict," Family and 
CoiMunity Health , v. 2, n. 3, November 1979, pp. 87-97. t 

Green, Lawrepce W. "Suggested Procedures for 'Moving From Programmatic 

Accreditation tq Peer Review Under Broader Institutional Accreditation, "^ 
In^ "Health Education Manpower," Health Education Monographs , v. 4, n. 3,1 
Fall 1976, pp. 278-284. " 

Harcleroad, Fred. Voluntary Organizations in America and the Development of 
Educational Accreditation . COPA Occasional Paper. Washington, D.C.: 
• Council on Postsecondary Education, 1980. ■ . 

Harris, John and Robert Casey. Accreditation and Accountability . COPA 

Occasional Paper. Washington, D.C.: Council on Postsecondary Accredi- 
tation, 1979. 

<> 

Harris, Sherry S. , editor. Accredited Institutions of Postsecondary Education . 
. , Washington, D.C.:. American Council on Education, annual. 

"Health Education and Credentialing: . The Role Delineation Project," Focal 
Points . Bureau of Health Education, Center for Disease Control, 
Atlanta, Georgia, July 1980. 

Holstrum, Engin I. "Professional Associatlfons 1 View of Accreditation." A 
background paper for the National Foriim on Accreditation of Allied 
Health Education, Cincinnati, Ohio, April 28-30, 1980. American 
Society of Allied Health Professions. 

Initial Role Delineation f6r Health Education: Final Report .' DHHS Publication 
No. (HRA)' 80-44, April 1980. 

Jordan, Thomas S. "An Examination of the Self Report Status and Effectiveness 
of Faculty Development Functions at Higher Educational Institutions 
within the United States." Center fot Effective Learning* Cleveland 

* State diversity, 1983 E. 24th Street, Cleveland, Ohio 441^5. 

'« * 

• Jung, Stephen M*. Accreditation and Student Consumer Protection . COPA Occasional 
Paper. Washington, D.C.: Council on Postsecondary Accreditation, 1979. 

Kells, H. R. and Richard tf. Parrish. Multiple Accreditation Relationships of 
Postsecondary Institutions in the United States . Technical Report 
^j^ J" Washin 8ton, D.C.: Council on Postsecondary Accreditation, 1979. 

Kells, hPtR. and Mary Patricia Robertson. "Postsecondary. Accreditation: A 
Current Bibliography ," The North Central Association Quarterly , v. 54, 
. n. 4, Spring 1980, pp. 411-426. 

Koski, Arthur. - A National Study of Administrative and Curricular Practices of 
t Departments ,of Health, Health Education, and Health Science 1978 . Depart- 

ment of Health, Oregon State, University, Corvallis, Oregon 97331. 
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